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last year and the orgamzaﬁo

conference, the Critical Care m Séﬁéh‘- ’u‘.l"

MSA has set the trend for its national confe

on a yearly basis. This yearly meeting de

science and art of caring for the mUCalﬂyﬁfmm iIn ensive

care unit setting is a big boost to intensive care which vﬁ; al
fast developing subspecialty in Malaysia.

The conference not only provides updates on intensive
it also provides an opportunity for doctors and r -
meet and to exchange views. I am pleased to note that a
separate symposium on intensive care nursing has been
planned to reflect the importance of nursing in the intensive
care units. Paediatric intensive care is also included and this
holistic approach to intensive care is commendable.

The Ministry of Health will continue to support and work
closely with professional bodies in continuing medical
t-‘ilut'aliun activities such as this. 1 thank the: 'OIrganis-mg_
C r)]til11.ii!t't' and the Critical Care Medicine Section of MSA for

Organising T -2 5
panising this conference and 1 hope you will have a great
meeting.

Tan Sri Daty Dr Hi
Direc

5 | Mohamad Taha B Arif
3eneral of Health

1istry of Health, Malaysia

or
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¢ are privileged to welcome you to the 2nd National
Conference on Intensive Care organized by the
Critical Care Medicine Section of the Malaysian
Society of Anaesthesiologists. There is no doubt that the field
of Intensive Care is challenging hence the appropriately chosen
theme “Challenges in ICU".

To meet this challenge however the Organizing Committee has
brought together a world class faculty consisting of both
foreign as well as local speakers. The topics to be covered are
diverse and very vast but the Committee has ensured that the
theme is comprehensively covered and whether you are a
specialist or a medical officer in training, you will definitely
find lots of interesting topics that you can identify with.

There is no doubt that this is one of the rare opportunities for
thoughts to be clarified as the Committee has gone to greal
lengths to gather all these experts under one roof. We are
grateful to all our speakers who have travelled from afar to
help us meet up with the challenges of providing knowledge-
based care to our critically ill patients.

Professor Chan Yoo Kuen
President
Malaysian Society of Anaesthesiologists
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It is a pleasure organising_ the; 2ﬂd \

committee, an efficient secretariatl
crowd. The support we get goes beyond

this meeting into a “must-attend yearl;
care providers in Malaysia. .

As in last year, we have invited re
overseas who are supported by our Dwnﬂnm,j
[ the symposia sessions. Our aim of organisi

Ll is not only to provide an update on the t@{%ﬁh m\t@
Q*ass

care but also to nurture local clinicians to become W
speakers. Our theme this year is “Challenges in lfU" Wlﬁ! the
Kl focus on sepsis and its related topics. The scientific
H . 1 programme is carefully planned to meet the clinicians’ needs

; with the hope to influence local practices.

We were shocked and saddened by the sudden demise of
‘?ur speaker and friend from Indonesia, ljr'.lqlia'l Mustafa,
1}}11:1‘1i¢1g council member and past president of the Western
¢ $45 Pacific Association of Critical Care Medicine. Dr. Igbal was an
— - - outstanding clinician who had contributed significantly to
iiensive care in this region, The organising committee

nds its deepest condolences to Dy Igbal's family and the

Indo
ndonesian Saciety of Anaesthetists on their tragic loss.
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@ 24-26 Septembe

er 2004 (Friday)

AIIAL

Proqramnie

IB‘ 1700 | Registration

0830 - 0930 | Plenary 1 Balloom B & C
(K Inbasegaran)

Evolving concepts in haemodynamic support (CHARLES GOMERSALL) - page 16

September 2004 25 September 20
Time - (Frlday) (Saturday) ’

Registration

0800 - 1700

Plenary 2

0830 - 9000 0930 - 1000 | Opening Ceremony

Plenary 1

1000 - 1045 | Trade Exhibition / Tea

0900 - 0930

Plenary 3 1045 - 1230 SYMPOSIUM 1 Ballroom B SYMPOSIUM 2 Ballroom C
) (Shanti Rudra Deva / Melor Mansor) (V Sivasakthi / Jenny Tong)
0930 - 1000 | Opening Ceremony s e : s ‘ sidhas
1045 - 1110 | 1. Optimising antibiotic strategies 1. The timing of interventions in the
. (SURESH KUMAR) management of sepsis
1000 - 1045 | Trade Exhibition / Tea (JEAN-LOUIS VINCENT) - page 18
. Tea 1110 - 1135 | 2. Severe Gram positive infections 2. Community-acquired pneumonia
\ | (CHARLES GOMERSALL) - page 16 (LEE KANG HOE) - poge 19
Symposium| Symposium | Symposium 1135 - 1200 | 3. Nosocomial infection surveillance in ICU 3. Multi-organ management in severe
- = AN CHENG CHENG) - page 17 sepsis
Tag=esl 1 2 5 { S (JEAN-LOUIS VINCENT) - page 19
1 1200 - 1225 | 4. Severe fungal infection 4. Dengue haemorrhagic fever '
M (CHARLES GOMERSALL) - page 18 (TAI LI LING) - page
= i Prayer:
1230 - 1430 Lunch / 1230 - 1430 | Lunch / Friday Prayers
Friday Prayers Leae 1430 -1615 SYMPOSIUM 3 Ballroom B SYMPOSIUM 4 Ballroom C
(Irene Cheah) (Mohamed Ali Salleh | Lela Mansor)
_ Symposium | Symposium 1430 - 1505 | 1. Septic shock in paediatric patients:
1430 - 1615 Symposium| Symposium 7 8 Are there new treatments? _
3 4 (TANG SWEE FONG) - page 21 Neurosurgical intensive care
interactive session
1505 - 1540 | 2. Neonatal sepsis: Current perspectives (THOMAS LEW, KWEK TONG KIAT,
1630 Tea Tea (CHEAH FOOK CHOE ) - page 21 ESTHER GEH)
. ¥y 1540 - 1615 | 3. High frequency ventilation in neonates “
| and children
| College of (CHEUNG KAM LAU) - page 22 | e+ | el
- 1800 Free Papers Anaesthesiologists e |
Consensus Statement 1615 - 1630 | Tea N e SR B . ]
=l 1630 - 1800 | Free papers —’ = TS
- . = ——
| : 1830 - 2000 | Evening Satellite Symposium (Wyeth (M) Sdn Bhd) Baliroom B |
; Evening Satelite Evenin ; The role of antibiotics in today’s management of severe sepsis
2000 " Symposium Sym%gssier:ne (LEE KANG HOE) 1
eth (M) S - L I ——————
-~ ]
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Plenary 2 Ballroom B &C
(Ng Siew Hian)
Sepsis: What do we know,
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Plenary 3 Ballroom B &C

(Ng Siew Hian)
Ethical issues in intensive care (DAVID TUXEN)

1000 - 1045

Tea

SYMPOSIUM 5 Ballroom B
(V Kathiresan / Jaafar Mohd Zain)

SYMPOSI!
(Aisai Abdul Rah

tniran

‘to the care of

1045 - 1110 | 1. “Open the Lungs” - page25 1 TR SPOroReD NI
BAVIDTUREN) the critically ill patient
(S PATHMAWATHI) - page29.
1110 - 1135 | 2. The use of non-invasive mechanical | 2, Coping with dying patients and their relatives
ventilation in non-COPD, non-hypercapnic| (S SATIAPOORANY) - page 29
acute respiratory failure
(SYED ROZAID! WAFA) - page 26
1135 - 1200 | 3. Patient-ventilator interactions 3. Clinical practice in neuroscience _'_ e
(ALAN WONG) - pae27 care unit e
(ANG SEOK KHIM) -pageso
1200 - 1225 | 4. How to ventilate a patient with 4. Competency training in neuros
| chest trauma intensive care unit
(JAMSARI SUKRO) (TAN GEK LEE) -page3o
1225 - 1250 | 5. When to tracheostomise
(DAVID TUXEN) - pags24
1250 - 1400 | Lunch -

on

5

530 | Tea —— 1

| 4. Disseminated intravascy|

SYMPOSIUM 7 Ballroom B

(Tan Cheng Cheng / Oloan E Tampubolon)

1. Acute cardiac decompensation
(LEE KANG HOE) - page 5

2. Acute hepatic !ailire
(FELICITY HAWKER)

<1 Managem;t;f v_er;)us_ﬂ;ro_mgn 5 __|
embolism (VTE) in the ICU R 1

P e 11500 - 1600

25 ar coagulation
In intensive care F Coagulation |
(NIK ABDULLAH NIK MOHAMAD) S

745 il Cillege of Anaesthesiologi

2000 | EveningTSaTellite_S

| (ENVER VARKA)

soius by sts Consensus S_t__ .

Vmposium_{aau

Breathing system filter as a measur

atement

(M) Sdn Bhd) Baliroom

— .

1. Outcome from continuous
renal replacement therapy is
better than intermittent
haemodialysis in the critically
(RAVINDRAN V. /

AHMAD FAUZI ABDUL RAHMAN)
~ page 36

. Crystalloids are better than

colloids for resuscitation in
septic shock

(JENNY TONG MG / V SIVASAKTHI

pPage 38

e of infecti
on control in anaesthesia and intensive care

=
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|

Eiogramnic » 26 September 2004 (Sunday)

0800 - 0900

Plenary 4 Ballroom B & C
(Tang Swee Fong)

Assessing quality of care in intensive care (FELICITY HAWKER)

page 39

0800 - 1000

Plenary 5 Ballroom B & C
(Tang Swee Fong)

Evidence-based practice in paediatric critical care (CHEUNG KAM LAL)

1000 - 1030

Tea

SYMPOSIUM 9 Ballroom B

{Jahizah Hassan /| Khoo Teik Hooi)

SYMPOSIUM 10 Ballroom C

(S Sushila)

page 42

in infants

page 42

1045 - 1110 | 1. Immunonutrition - Current status 1045 - 1120 | 1. Nutritional support in the
(GRACIE ONG) critically ill child
(LOH TSEE FOONG)
1110 - 1135 | 2. Sedation and analgesia - —
fife we doing It right? 1120 - 1155 | 2. Acute brain injuri
- j juries
(SHANTI RUDRA DEVA) - page 40 e ki dran
7 (CHEUNG KAM LAU)
1135 - 1200 | 3. Issues on blood transfusion
in the critically ill
(KWEK TONG KIAT) - page 40
1155 - 1230 | 3. Utilising inotropic support in
1200 - 1225 | 4. Imaging modalities in the critically ill septic shock
(KAMARUDDIN JAALAM) (ADRIAN GOH)
1225 - 1250 | 5. Long-term outcome of intensive care — —
(FELICITY HAWKER) - page 41
1250 - 1400 | Lunch
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EVOLVING CONCEPTS IN HAEMODYNAMIC SUPPOF

C D Gomersall :
Department of Anaesthesia & Intensive Care,

The Chinese University of Hong Kong. ¢

Several concepts have developed in haemcdynamic r'esaarC!a over :hé par;ln mef-
as levosimendan, new uses for old drugs such as Vagopms&n. t_he._mpo ance of
of fluid responsiveness and the importance of the microcirculation.
Levosimendan is a new calcium sensitizing agent which has positive inotropic e
adrenergic receptors.

has yet to be clearly established.

The clinical importance of right ventricular function in critically ill patients
Mechanically ventilated patients frequently have raised pulmonary artery pre:
ventricular dilatation which in turn impacts on left ventricular function as a resul

The difficulties of measuring preload have long been recognized but it is--_qﬁiy
approach of assessing fluid responsiveness rather than preload has been ado
assessing fluid responsiveness have been studied including pulse pressure vari

The microcirculation is receiving more attention with studies demonstrating microgire
level. These data, however, are difficult to reconcile with data suggesting supranormal:

Details of the topics discussed in this lecture will be available at http://www.aic

SEVERE GRAM POSITIVE INFECTIONS

C D Gomersall
Department of Anaesthesia & Intensive Cars, The Chinese University of Hong Kong,

Hong Kong

Gram positive infections remain a signifi i
gnificant problem in critically ill pati ' range of infections
ranging from toxic shock syndrom e fecies o

y s to complicated soft tissue infections monia. T oy m'f is

exacerbated by the increasing prevalence : 7L

= of resistant organisms i s T
suscept icillin resi su i wi sed penicillin
fel-b;'ui 1t;lr11:r :Sm:}-:lﬁm;]llm resistant staphylococei and, to a lesser exte:th v‘c’;igcn:‘un}ococm_wlth_ redunedﬂ?;
aEVDid L i 1 : . W iy (| \
quinupris . e Eﬂec“VE_agamst these organisms haye al Yo Resais pntel__cc_u_,_cg,__l___ﬂ,,, e
quinupristin/dalfopristin and daptomycin) and others are du o =reaqy. besnmarksiea (8 sz,

Further information i | :
about the topics discussed in this lecture will be available at http://; 8
p://aic.cuhk.edu.hk/web

esia & Intensive Care
ct research from
Pfizer Corporation.

,'--.j»?-;nhrai conflict of interest: the Dept of Anaesth
cducational grants and payment for contra

:  Chinese University of H ive
R . rsity of received
“ommodation costs have also been paid by y ong Kong has

Pfizer Corporation. Dr Gomersall's travel and

% resistant to unasyn and 4R% resistant to |
‘=sisiant to ampicillin, 41% resistant to genta i

“=udomonas aeroginosa, 17% of them are Sl
j=neration cephalosporin.

Penem. Wi

el Sél:,:, T?Qard 10 Klebseilla species, 100% of them aré

resistant to amino |esp3'.tam 10 3rd generation cephalosporin. Fot
dycoside while 13% of them are resistant to 3rd

September 2004 = Hilton Kuala Lumpur, Malaysia

Abstracts

sivist and Anaesthetist, Hospital Sultanah Aminah, Johor Bahru, Johor, Malaysia

ce is a dynamic process of gathering, analyzing and inte ( i '
R . : 2 : rpreting data on events that occur in a specific
tlsj Jlation. It is closely mieg;ated with the timely dissemination of these data to those who need to know. Surveillance
is an essential component of effective clinical programs designed to reduce the frequency of ad '

S cionoriniuy, q y of adverse events such as
iﬂigﬁsﬁsunfeﬂlance include:- (i) definition of the event(s), (ii) systematic collection of data, (jii) summarization of data,
: sis and interpretation, (v) consuming the results for improvement.

auweillanue is now covsidered Ithe “cornerstone” of an infection control program. The scientific basis for
ce as a part of a hospital infection control program was established by the landmark Study on the Efficacy of
al Infection Control (SENIC).

| SENIC project was a study that was conducted by the Center of Disease Control (CDC) in 1974 to evaluate the
of common nosocomial infection prevention programs in reducing the rate of infection in 4 important infections:
surgl 'site infection, urinary tract infection, pneumonia and bacteremia. The SENIC investigators recognized (and
‘wished to measure) how the surveillance activity itself could influence patient care through the Hawthorne effect (ie, how
\ealthcare workers may alter their practice when they see that someone is watching and is interested in how they are

caring for patients).
The SENIC project found that reduced rates of nosocomial infections were strongly associated with intensive

‘surveillance activities. It showed that nosocomial infection rates decreased on average 32% in hospitals where
‘surveillance programs were implemented, compared with an increase of 18% in other institutions over a 5-year period.

‘Surveillance methodologies are either concurrent or retrospective. Concurrent surveillance is flexible, informative, timely,
‘capable of cluster detection and capable of changing behavior but expensive while retrospective surveillance depends
‘on completeness, validity and accuracy of existing data and does not identify problems as promptly as concurrent does
but isn't expensive. The approaches to surveillance may be hospital wide, periodic, targeted or outbreak response

surveillance.

Total surveillance with the meticulous collection of clinical and microbiological data for each hospitalized patient is labor-

‘intensive, time consuming and not always feasible on a practical basis. At the other end of the spectrum, the
computerized surveillance of data from the microbiology laboratory alone gives limited information, which may be
pertinent to a specific problem.

At present, the most established surveillance system is the CDC National Nosocomial Infection Surveillance System
which publishes its report once a year and the report is gasily available from the internet.

In Malaysia, we are yet to establish our surveillance system nationwide, So far data have been collected by the

micrabiology laboratory without much clinical input.

inn the National Audit ICU, the incidence of ventilator-associated pneumonia (VAP) was 26.9 VAP per 1000 ventilator
days. This incidence is above the 90th percentile of the NNIS benchmark ( which is 17.5 VAP per 1000 ventiiator days.)
The top three common organisms are Acinetobacter species, Klebseilla species and Pseudomonas aeroginosa

Data from Hospital Sultanah Aminah. Johor Bahru showed that 62% of the Acinetobacter species are resistant 10

gentamyein,

In conclusion, nosocomial infection surveillance is an integral part of infection control in ICU and should be given

adequate emphasis in our infection control program.
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SEVERE FUNGAL INFECTION

C D Gomersall : il .
Department of Anaesthesia & Intensive Care, The Chinese University of Hong Kong, Hong

4 « Hilton Kuala |

Fungal infections are increasingly important in critically ill patients, reprasenﬂngth&
bloodstream infection. Data from around the world, including the Far East, demon:

infection becoming more common but the prevalence of non-albicans Candlda nfectior
fungal infection remains difficult although use of specialized fungal blpo_d cl,l!tl_ure bottles

blood cultures. Treatment options have, however, increased with the introdueﬁﬂﬂ of
caspafungin, micafungin and voriaconazole. These agents are less toxic th_an amp !
reduce the risks of empirical therapy in situations where non-albicans Candida infection is

More information about the topic covered in the lecture are available at http//www.al

Potential conflict of interest: the Dept of Anaesthesia & Intensive Care, Chinese
received educational grants and payment for contract research from Pfizer Ce
from Merck Sharp & Dohme. Dr Gomersall's travel and accommodation costs
by Pfizer Corporation.

THE TIMING OF INTERVENTIONS IN THE MANAGEME

Jean-Louis Vincent
Head of Department, Department of Intensive Care, Erasme University Hospital, Brussels, Belgium
Rl i
Time is money is a well-known adage but in the pati i i : ﬁ@'
: patient with sepsis, we could say “time Several studies
havi demonstrateq the importance of early effective management in Paﬁénts w}i'th lT'i&ﬁ RS S
antibiotic therapy improves outcomes in patients with sepsis, and eaﬂy i mané-hu—re g - % .ﬂﬁa_ 1d apprc

ik
» E e
=5

associated with improved survival rates compared to standard therapy in patients with seve < .

shock. Another important recent finding has come fro S eptic

3 | _ m the ENHANCE et el e

patients treated wlth drotrecogin alfa (activated), a drug that has beea sﬁ;:ﬁltaﬂ i mmw_ = ﬁﬁ?&

sepsis in an earlier randomised controlled trial (PROWESS). The ENHANGCE StzéTghow;?zhmi’ldlg“ :ﬂd oy e ¢ ﬂn:::
i k N |'bﬂ lﬂﬁts

th i :
ose seen in PROWESS, but in addition, suggested that earlier treatment (within 24 hours of development of the first

intaracti - : d not receive drotrecog i e R
dysfuﬁ::lﬁgs gj\:‘:tggg gig?f :?'ahue r_lsk of 0.67 if treatment was ggi:;: Ilfl:m’:g:t;?lst:: :;1;1858. mmm;:&dby ﬂf::
1 2t 35 hours. The chal‘ler{gg now“::fog;'ue; within 12 hours and 0.88 within 24 hour:: The 1'te:la|‘?ie pilis:na?tli atmzas
from early intervention. Current nnark.a-ris-r:mwaw5 of enabling us to diagnose sepsis eérl hi bl }:;-'a'fl
procaleitonin &5 rsigns of sepsis, e.g., few i ¥ S0 thas patiais Gﬂﬂ FI_‘_ :

. ©lc,, are all non-specific and di : ef. white blood cell count, C-reactive protein,

hemodynamic, and biochemical features, Ne
as possible in | i . |
g et i SEpsis so that treatments can be started as early

But there is still much we d
e 0 not know. For exampl
educe mortality, which agent sh s e A I
which and at what dosesg’? Imprgr:e%bn?a?:en ot e patient? il corig:];z?ng dnf]gs 0o nocaad, an i
. ions of drugs be needed, and if SO

natiamte i 3 ers of sensi
patients with : il PSiS are ne
ith sepsis. Genetic typing is also being d eVe!OpedegT?S 'o enable early identification and diagnosis of

reatments. The recently s ‘
; ; : ntly suggested PIRO (predisposition, infectio Simdlaiodl pace In epi o

. n, im
ges of development byt will hel mune response, organ dysfunction) system of
©P 1o characterize patients, to target treatments.
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COMMUNITY-ACQUIRED PNEUMONIA

‘Department of Medicine, National University Hospital, Singapore

Qammmity;oarcg:;?g ::;a;:ngplgs[ggz:ys fe; hlcommon_ problern leading to hospitalization and in severe cases, IGU
L Hure requiring ventilatory support. There are certain criteri I
faﬂmnadonl . i ! _ : eria that
severity: revised ATS criteria (this rule was met if at least two of three minor criteria assessed at admission (systolic blood

predict

m&ﬂ l"an“I Hg, multilobar (>? lobes) involvement, PaO2/Fi02 <250) or one of two major criteria assessed at
O s c:tr _c_iurrng follow up [reguarement for mechanical ventilation or septic shock) were present) and the British
. ‘-U'-'-H. B65 eria (any of the following; confusion, urea > 7 mol/L, RR 230/min, blood pressure (SBP <90 H

<60 mm Hag), age =65 years). These may be used as criteria for ICU admission. ol i

Thare are various gwde!ines from different societies and organizations that provide recommendations for antibioti

chmoesdependlng on likely organisms based on the clinical severity. Most antibiotic choices are empiric, and thlg
mrreelchmee does improve outcome, although more than 50% of patients may not have an identifiable 'atho en
‘Administration of an antibiotic should be within 4 hours of hospitalization to improve outcome. S

: Samanawer biomarkers should be considered for predicting the likelihood of bacterial infection as well as the presence
-gf'-pneumﬁnia (g.g. procalcitonin, and sTREM-1). Other new microbiological rapid testing may also bve helpful, e.q
stra lococeal urinary antigen and Legionella urinary antigen testing. Note that tuberculosis is still an important caulse-éi
CAPlacally and there may be some added value to PCR testing for smear negative cases. Another important pathogen
‘to cansider would be Burkholderia pseudomallei in the local setting, especially in a diabetic patient.

If the patient develops severe sepsis with multiple organ failure, they may require organ support. The interventions as
dismmsed in the recent publication, “Surviving Sepsis Campaign Guidelines guidelines for management of severe
‘sepsis and septic shock." Important points to consider include the ventilatory management of ARDS to minimize
ventilator induced lung injury, and the reduction in mortality from replacement therapy with activated protein C.

MULTI-ORGAN MANAGEMENT IN SEVERE SEPSIS

Jean-Louis Vincent
Head of Department, Department of Intensive Care, Erasme University Hospital, Brussels, Belgium

Sepsis can range in severity from a minor reaction to a urinary tract infection, to full-blown multiple organ failure. To
‘characterize the degree of organ dysfunction, we no longer use a dichotomous separation between the presence and
absence of organ dysfunction, but prefer a grading system such as the sequential organ failure assessment (SOFA)
score. This score uses very simple variables, which are routinely used in every institution, to characterize the degree of
organ dysfunction (score of 1 or 2) or failure (score of 3 or 4) for each of six organ systems: cardiovascular, respiratory,
renal, hepatic, neurological, and coagulation. The effects of treatments on organ dysfunction can thus be easily
monitored over time, and increasingly are being included in trials of new therapeutic agents to complement mortality
data. The PROWESS randomized controlled study of recombinant activated protein C, identified as drotrecogin-alfa
(activated), in patients with severe sepsis or septic shock showed reduced mortality rates in treated patients. Organ
function was also improved in treated patients with reduced vasopressor requirements and duration of mechanical
ventilation resulting in shorter times to resolution of cardiovascular or respiratory dysfunction

adequate basic resuscitation with fluids and
ans. General approaches
s are continuously being

The management of patients with severe sepsis relies heavily on
vasopressors, eradication of the infectious organism and source, and support of failing org
such as drotrecogin alfa activated can help improve overall organ function, and development
made In the management of individual organ failures. For example, studies have indicated that mechanical ventilation
with relatively large tidal volumes may result in increased mortality rates in patients with acute lung injury (ALl) or acute
respiratory distress syndrome (ARDS), and it is advised to limit the tidal volume in patients with acute inflammatory
response who reguire mechanical ventilation Renal support systems are also developing and the introduction of more
biocompatible membranes or use of continuous rather than intermittent extracorporeal

improve outcomes. There is no one cure for the patient with severe sepsis or seplic shock, rather their treatment needs

to be considered as a “package”.

support technigues may help
PF P
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DENGUE HAEMORRHAGIC FEVER

Tai Li Ling
Department

ur. Kuala Lumput, M

of Anaesthesia and Intensive Care, Hospital Kuala Lump

«breakbone fever” in 1780 while the haemorrh

Denque fever was first described as ) _
4 lassical dengue fever was first reported in 190

the Philippines in 1953. In Malaysia, ¢
(DHF) in 1962, both in Penang.

Dengue virus is of the family Flaviviridae and transmitted by bites from the Aades
serotypes which produce clinically identical disease, and al FE L=
decreasing order of frequency: serotypes DEN -2, 3, 4, and 1. Ind‘n_fidualg-lnfectgd ho
homotypic immunity while remain susceptible to infections with other heterotypic strains.
develop in secondary infections .. an individual previously infected with one serotype.
different serotype. This may be explained by the theory of antibody dependent enhanc
but non-neutralising antibodies from a previous infection bind to the new infecting sei
into cells resulting in higher peak viral titres.

There is also higher risk of DHF in locations with two or more serotypes circulating simt
(hyperendemic transmission). ' _

DHF is characterised by increased capillary permeability resulting in haemoconcentration
time of defervescence of fever. Haemostatic changes in DHF involve vascular changes
coagulation disorders. Patients develop pleural effusions and ascites with a variable an
signs that DSS is impending include sustained abdominal pain, persistent vomiting, change
or a sudden decrease in platelet count, Mortality can be as high as 10-20% (over 40% if shock
as 0.2% with early appropriate treatment, ' .

The commonest method in diagnosis of dengue infection is serology tests ]n.detecfing S

IgG. More than 90% of patients develop detect { = “ R i 55
for 1 to 3 months. P cetectaie 1M SRR SR days after onset of iliness which persi

There is no specific therapeutic agent for dengue. Treatment is mainly supportive. Steroids have no proven role No

studies have found a difference in clinically sianifi i
e fou y significant outcomes between crystalloids or colloids used in volume

Until the Aedes mosquito can be effectivel

controll i : i e
ey e y ed or a cost effective vaccine developed, DHF can be expected
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SEPTIC SHOCK IN PAEDIATRIC PATIENTS

SEPTIC : ARE TH
TREATMENTS? e
Tang Swee Fong

Department of Paediatrics, Faculty of Medicine, Universiti Kebangsaan Malaysia, Kuala Lumpur, Malaysia

ﬂav}?:ﬁms and seghc_ shock are common causes of morbidity and mortality in critically ill patients. Septic shock
ievolves from a system:c_lnflammatory and coagulation response which is initiated as part of the body's re

:@m infection. However, s_u;nu]%aneous activation of the proinflammatory network and the coagulation ys srlesrﬁonse -
| uncontrolled amplification of the coagulation cascade, excessive fibrin deposition and thron?bosm %?Ctuhrz

‘microvasculature, ultimately leading to organ ischaemia, multiple organ dysfunction syndrome and death.

Theﬂ for a ‘magic pgllet' tp disrupt _th‘is unregulated inflammatory and coagulation cascade has proved to be
-‘di'mf-‘__ ficult. )ifara_i srpall c!lnlcal trlaa!s examining therapies such as steroids, immunoglobulins and anti-inflammatory
agents in 'paedlatnc_ patlentsl with sepsis have failed to show benefit. More recently, antithrombin |ll, bactericidal
:Fermaablm_y-increasmg protein, and activated protein C have been the focus of clinical research in this field.

Haw novel therapies affe_ct cljildren with severe sepsis remains unproven. There is, to date, no trial in the literature
damonstraﬂngbaf reductlonh in mortality from specific therapeutic intervention in children with severe sepsis
Furthermore, before new therapies are administered in children, the risks and benefits of the th

Ll i ' erapy much
weighed fuly. P Re

NEONATAL SEPSIS: CURRENT PERSPECTIVES

Cheah Fook Choe
Department of Paediatrics, Faculty of Medicine, Universiti Kebangsaan Malaysia, Kuala Lumpur, Malaysia

Neonatal sepsis occurs as a result of bacterial infections acquired through two major modes of transmission -
ascending infection from the maternal genital tract (early onset sepsis; EOS) and systemic invasion by organisms that
colonise the infant (late onset sepsis; LOS). Neonatal sepsis is associated with high mortality, up to 50% of cases
from EQOS and 10% for LOS. While group B streptococcus remains to be a leading cause of EOS. the etiology of LOS
in many countries now changes over to organisms that are predominantly commensals; coagulase negative
staphylococcus (Staph. epidermidis) being a major pathogen, indirectly reflecting the increasing numbers of very low
birth weight infants cared for in neonatal intensive care units. Recently, EOS has been shown to commence even in
utero when the fetus is exposed to chorioamnionitis. Termed the fetal inflammatory response syndrome (FIRS), up to
45% of premature infants may show such evidence of intrauterine inflammation. Amniotic fluid and umbilical cord
blood show elevated markers such as IL-6 and TNF-a, and fetal exposure to these pro-inflammatory cytokines has
been associated with significant morbidity - white matter brain injury and bronchopulmenary dysplasia (BPD) with
postnatal sepsis (LOS) regarded as an additional risk factor for the development of BPD. The diagnosis of sepsis in
neonates demands high clinical acumen as the presenting signs and symptoms may be subtle or vague. Antibiotics
should be started immediately when infection is suspected until cultures and other confirmatory laboratory results
are available. Useful and early laboratory markers such as the immature to total neutrophil (I:T) ratio and c-reactive
protein are the two most important and established rapid diagnostic assays for neonatal sepsis, while procalcitonin,
|L-6 and lipopolysaccharide-binding protein have recently been introduced. The cornerstone in the management of
neonatal sepsis lies in its prevention, such as the enforcement of strict hand hygiene practices, proper hub-care and
snormalisation” of the care of the infant. Clinical manifestations of SIRS and MODS may be present in the neonate
with sepsis; whether immuno-modulatory agents impact on the rate and prognosis of sepsis will depend on results
of multi-centre studies on the use of intravenous immunoglobulin and prophylactic GM-CSF currently on trial.
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HIGH FREQUENCY VENTILATION IN NEONATES AND

Cheung Kam Lau

Director of PICU, Department of Paediatrics, Chinese University of Hong Kong, Hong ang

After four decades of mechanical ventilation, high frequency vanpl;tlo:ni:i?;?:'r‘s( E‘OMEE
premature babies. The key difference from ccnveatmonal mechanical v o G
rates and low tidal volumes. The cyclic changes in lung voiu_m_e during argmndemi}iﬁd
be an important factor in causing venti?ator-indqced lung injury. Man!r‘ o
conducted to test the efficacy of HFV in the reductugnlof chronic lung dts?agga in i-'?fﬁish
early trials, including the HIFI study, were disappointing. Subsequent studies, in Wil
recruitment and maintenance of lung volume was used, showed favﬂurab!a outoqrf_l@
volume strategy, applied by experienced neonatalogist{s under‘ vigomus!y_t contra 3
protection from lung injury in preterm infants. However it is not Mthqut compﬁcamns._ V
controlled trials suggested that the benefits of HFV in reducing chromg:- lung diseasas ap|
concerns about the increased rates of pulmonary air leak and severe lntraventnglqr
important element in the safe and effective use of HFV particularly in premature infants. Many
use of HFV. such as the long term risk-benefit ratio, still remain and await further research. i

Acute respiratory disease syndrome in children is often associated with muilti-org:

causes. The clinical use of HFV in children with ARDS was reported with success:
randomized controlled trial of HFV in children with ARDS showed a trend in reduction' ‘
ventilation, but nor reaching statistical significance, There was a statistically significant lower need for

oxygen among survivors at 30 days in the group randomized to HFOV versus conventional ventilation,
that there might be some quality of life benefit using HFOV. Larger clinical trials that incorporate currer
practice for conventional ventilation, and that are powered to detect clinically significant differences in ou

still needed before any conclusions can be drawn regarding its relative merits as a treatment option.

NEUROSURGICAL INTENSIVE CARE INTERACTIVE SESSION

Kwek Tong Kiat, Thomas W K Lew, Esther Geh '
Department of Anaesthesiology, Tan Tock Seng Hospital, Singapore

Facilitators:
Khoo Teik Hooi
Department of Anaesthesia, Penang General Hospital, Penang Malaysia
Lim Wee Leong :
Department of Anaesthesia and Intensive Care, Hospital Kuala Lumpur, Kuala Lumpur, Malaysia |
Case Presentations and discussion illustrating the followin
. &ré Head Injury — Tier 1, and 2 therapies
tiation and management of barbiturate coma
mpressive Craniectomy
oihermia therapy
Julopathy in brain parenchymal injury
tion of jugular venous bulb catheter
ind Interpretation of jugular oxygen saturation
igement of diabetes insipidus
2p complications of Subarachnoid Haemorrhage
lagement of cerebral vasospasm
archal Stunning & Neurogenic Pulmonary Edema

g treatment concepts and decisions
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SEPSIS: WHAT DO WE KNOW, WHAT DO WE NEED?

Jean-Louis Vincent
Head of Department, Department of Intensive Care, Erasme University Hospital, Brussels, Belgium

‘The last few years have seen exciting developments in our understanding of the pathophysiology and intricacies of
severe sepsis and septic shock, and in our approach to treatment. We know that early resuscitation can improve
‘outcomes, and that time is of the essence in treating patients with severe sepsis and septic shock, We also know
that there is an important link between the coagulation system and the inflammatory network responsible for the
'septic response, and that treatment with recombinant activated protein C (drotrecogin alfa [activated]) improves
‘outcomes, having been shown to cause a 19.4% relative reduction in mortality risk, i.e., to save one life for every 16
patients treated. We know too that moderate doses of steroids (hydrocortisone [50 mg IV every 6 hours]) to patients
with septic shock who have an abnormal adrenal response to an ACTH test improve survival.

‘But there is still much we do not know. For example, as other immunomodulating drugs are developed that also
reduce mortality, which agent should be given to which patient? Or will combinations of drugs be needed, and if so
‘which and at what doses? Improved markers of sepsis are needed to enable early identification and diagnosis of
patients with sepsis. Genetic typing is also being developed and may have a place in helping to individualize
treatments. The recently suggested PIRO (predisposition, infection, immune response, organ dysfunction) system of
‘'staging’ sepsis is still in the early stages of development but will help to characterize patients, to target treatments,
and to monitor response to therapy.
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DEATH AND DYING IN INTENSIVE CARE

David Tuxen

Director. Department of Intensive Care & Hyperbaric Medicine, The Alfred: HOSHE, 1SS

Intensive care units (ICUs) commonly admit critically ill patients with a mgnm ._
intent in all patients is to preserve life, 10-20% of admitted emer:gencyd(;ath j M
patients a decision to withdraw therapy is made at some stage pnqr to death. Many |
limited intensive care bed availability. Although this should not influence jndiwdqgl

necessitate actively addressing futile care. As these decisions are faced atmost .
practitioners are forced into developing policies and patterns of practice which provi

decisions.

Patients support may be limited or withdrawn in a number of ways - a décisiaﬂ_fn'qtiﬁ n
limitations, withdrawal of support, and occasionally a "one way wean" of life supports.

Pre-admission or early admission assessment of prior health and functional status is very
patients who are elderly, debilitated, have terminal illnesses or who are in dependent living
Extent of support decisions may be based on this information. The decision takes into act
conditions, prior functional status and quality of life, and quality of outcome from {l
place patients in one of 4 categories

1. Full ICU support

2. Limited ICU support (commonly no CPR, no hemofiltration and an inotrope limit)
3. Active conservative care (active care without life support systems)

4. Palliative care (may or may not be in ICU)

The decision to limit or withdraw support is made between medical, nursing and thefamﬂyranﬁ‘fﬁaé many
Considerations for family involvement are the family's right, the importance of their opinion, their SN

me o

decision, the burden of the decision on the family and the stress of making a decision. When death has

lr;ew!ame_ we believe a family should be presented with a decision which alleviates them of the bt
t:t %1 f:!f?ma!onk but allows the :ppor‘tunity to object. Under some other circumstances, families must be
ecision making process. Patient involvement in decisions is theoreticall \ impractical as patie
R TR > : : ally sound but often i pal ts
are Irsquently incapable of making valid decisions and may change their rxind WP D

A number

1;‘|3::p:\1;ear:1! h?:ns:lderatuons need to be rgmembered in the decision making process. We have a duty to
survival 1s 1o longer mss%I: E:;Tf::ia:? a'lltr: survival as long as that survival has some quality to the patient. Once
stop futile care, Secondly, we ¢ will have no quality (eg persisting vegetative state) it becomes our duty 1o

: ommonly try to comply with family wished however we must remember that our

Wty of care is to the patient and we m
3 : ust be careful th ; . |
"W well intentioned, is not in the best interest of the [:Jaﬂ.izr*.lmr ™ do.no% ommply W8 TR

the patien

“y. Inlensivists become experts in death. There are m

| withdrawal. Patterns of practi A any pitfalls in making judgments about support
nd used practice and guidelines that are both humane and practical have to be
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“OPEN THE LUNGS”

‘Director, Department of Intensive Care & Hyperbaric Medicine, The Alfred Hospital, Melbourne, Victoria, Australia

Awte].ugg Injury (ALl) and adult respiratory dis‘(rgss symptom (ARDS) are terms used to describe different levels of
ae\mrﬂy ity of a response pattern of the_ lungs to a variety of direct and indirect injury processes. Both are characterised b
tﬁeacute onset bilateral pulmonary infiltrates, not due to a high left atrial pressure. At a consensus confer in 1 Qdy
severity was differentiated by PaO2/FIO2 ratio: AL <300, ARDS <200. i i kg

Early 1980's ARDS studies suggested a community incidence of 30-40 '
[Eany 1990's AR ( ‘ : -40 cases per 105 population PA, a mortality of 50-
M%i the ma]m‘?ty of dea?hs bemg d_ue to multiple organ failure rather than primary disease or primary respiratr;r}; failure
‘and lung fur:ictlon returning to within 90% of pre morbid lung function within 12 months. More recent studies have
confirmed this community incident but with mortality rates being reduced to as little as 30-40%.

Fgr many years it was believed that the multiple organ failure associated with ARDS was due to the primary injury or iliness

matcaused t_he lung injury or due to an independent process. It is now recognised that the primary lung injury can be
-aggravated by mec_!‘lanlcal ventilation and that the injured lung itself can produce inflammatory mediators that contribute
to;_rn;ll‘!ip]a organ failure. Ventilatory practices that minimise the secondary lung injury are believed to reduce this mediator
production and consequently reduce multiple organ failure and death.

Although the lung may appear uniformly injured on plain chest x-ray, CT studies have shown that the wet, injured lung
collapses under its own weight and can be considered to have three zones. The most dependent zone remains completely
eqllap_sgd throughout the ventilatory cycle. The least dependent zone remains completely inflated throughout the
ventilatory cycle and the intermediate zone (between these two) collapses and reexpands with tidal respiration. Each of
these zones has a risk of secondary injury by different mechanisms and each has an injury minimising strategy to that
forms part of current recommended ventilatory practice. :

The least dependent region is at risk of overexpansion injury. In animal model studies, overexpansion can cause an injury
similar to ARDS in normal lungs. This is minimised by maintaining Pplat <30cm H20O (at worst 35cm H20) and the use of
sufficiently small tidal volumes to achieve this goal has become an important part of the current ventilatory strategy for ALI.
In an injured lung animal model, collapse re-expansion injury has been shown to occur and to be reduced by using
sufficient PEEP to prevent collapse from occurring at the end of expiration. Sufficient PEEP to prevent end-expiratory
collapse in the intermediate zone (above) has become the second important part of the current ventilatory strategy for ALI

The most dependent zone that does not inflate at any stage during the ventilatory cycle can be "opened" at least in part
by recruitment manoeuvres, sighs, prone ventilation and partial liquid ventilation. The most promising of these is the
recruitment manoeuvre, which has been shown in CT studies to open most or all of this collapsed region and that this
region can be maintained open by returning to a level of PEEP that is significantly lower than the pressure required to open

the region.

Recruitment manoeuvres may be static or dynamic. Static recruitment consists of elevating PEEP to 40-60 cm H20
without any significant ventilation for a period of 40-60 seconds. This can be well tolerated in some patients and poaorly
tolerated in others with the occurrence of hypotension and desaturation. Dynamic recruitment consists of elevating the
PEEP to level 25-35 with preservation of tidal ventilation (pressure or volume regulated breaths) such that plateau airway
pressures reach the same end inspiratory goal (40-60 cm H20). The latter manoeuvre appears 10 achieve the same result,
is better tolerated and is particularly important in patients where hypercapnia may be dangerous (eg head injury).

Evidence for components of these strategies include randomised controlled studies by Amato (NEJM 1998) where a
combination of recruitment manoeuvre, high PEER, low tidal volumes and hypoventilation improved patient outcome, and the
ARDS Network study (NEJM 2000) where the use of only a lower tidal volume achieved a 25% relative reduction in mortality.
Brone ventilation has not been shown to improve outcome in large randomised trials, but may have improved outcome in the
most severely ill patients and is believed to be an important adjunct to recruiting collapse zones in some patients

Two key components of “opening” the lung are lung recruitment and higher levels of PEEP. There are no r;ar'ldo:wsed trials
clearly supporting the use of these either of these components. The recent randomised controlled ARDS Network study
(NEJM 2004) comparing high with low levels showed no significant difference in outcome bt has been criticised for
insufficient difference in PEEP level between treatment and control groups and lack of recr uitment. The impact of this study
on clinical practice is yet to be seen but studies to examine if there is benefit from recruitment followed by sufficient PEEP

to maintain recruitment have not been completed.
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CHANICAL VENTIL
THE USE OF NON-INVASIVE ME NTIL
NON COPD, NON-HYPERCAPNIC ACUTE RESPIRA
. ik itk ensivis Anaesthesiology & Intensive Care,
e i g A

ve treatment for acute hy
Non-invasive ventilation has been shown to be an effective treatment for 4
particularly in chronic obstructive pulmonary disease.

i

i i i BTSSCC)
British Thoracic Society Standards of Care Committee ( {
BTSSGuideI‘:nes: Non-invasive ventilation in acute respiratory failure
Thorax 2002

From the above statement issued by the BTSSCC it is obvious t;li_lt ﬁ\: a!;oie tng'?thEsm
and hypercapnic respiratory failure. The issue that comes to mind IS wf, srt?'t NIV has
failure such as cardiogenic pulmonary oedema, acute exacerbatxon it:: a T.a. 'w;éggf i
injury. Numerous studies, clinical trials and case series have looked into such ro

remains unanswered satisfactory and with confidence.

In the pooled data from 3 randomised control trials (Bersten AD. N Engl J _Madl‘l_-g_g_.'l - L!l'"jm\ C :
J. Am J Cardiol 1985) looking at the use of NIV in cardiogenic pulmonary oedema (CPO), -
towards decreased mortality. Masip J et al. Lancet 356 (9248):2126-2132, 2000 s
improvement in patients on NIV, a reduced intubation rate but no difference in mo__rta!ity h
A et al. J Am College Cardiology, 36 (3); 832-837, 2000, in their study showed high dose
than BiPAP ventilation and that BiPAP was less effective and was pgtenuqlly;_hannﬁﬂ .
However, this inference was considered unjustified by the accompanying editorial as t :
It was also noted that the high intubation rate in the NIV group (80%) were not exg Thes
terminated by the safety committee. Metha S et al. in their randomized, prospective trial of BiPAP
pulmonary edema Crit Care Med, 25(4); 620-628, 2000 showed that BiPAP improves venti
rapidly than CPAP but BiPAP has a trend towards a higher rate of AMI. So in conclusion,
the evidence is stronger for the use of CPAP than for BIPAP. CPAP has been shown to be effectiv
hypoxic despite maximal medical treatment. BiPAP should be reserved for patients in whom
and/or the patient is found to have substantial hypercapnia or unrelenting dyspnea. The out in
be related not to effective ventilation but to cardiovascular performance (e.g. cardiac failure, acute Ml

There are several studies looking at the use of NIV in acute pneumonia. Confalonieri M et al. Am J Respir Cf
2000 showed no difference in hospital mortality but a subgroup analysis of patients with co-existing COPD randorr
o receive BIPAP had an improved 2 month survival (88.9% vs 37.5%, p = 0.05) thus the COPD subgroup was the only
one to benefit. In conclusion CPAP improves oxygenation in patients with diffuse pneumonia who remain hypaxi'c

despite maximum medical treatment. BIPAP can be used as an alternative to tracheal intubation if the patient becomes
fypercapnic. NIV therapy is warranted in appropriate COPD patients with prneumonia. '

In acute exacerbation of asthma, the success of NIV in COPD patients raises the ibi i ! ' i

; ssibility that i beneficial
N acute asthma but till today there have been no randomized controlled trials. Mzguri (ngi:vasitv:}?"ggﬂ?:e Pressure {
K—i‘ct.tatm in Sta%;s as::\mahcus. - Chlesi; 1996, 110: 767-774) showed there is still insufficient evidence to recommend

In acute asthma. However a trial of NIV in carefully selected an i : g : |

anecdotal evidence. Reasonable approach is to use NIVY' (l {aonitored patients s justifiable tased off i
therapy but who have not developed contraindications to NIV i . L '
deteriorate abruptly, NIV in asthmatics should be used in an ICU ée?t?:ause the condtion of the asthmatic R

| chest trauma, CPAP should be used in patients with

Wpoxic despite adequate regional anaesthesia and hi
O pneumothorax, patients with chest wall trayma who are tre i

= ‘ : ! ate

ICU, NIV has been used in a variety of other conditions {such as ack.tts{:-‘1 r:':h .

posi-transplantation respiratory failure) with reduced intubati

‘who would be considered for intubation if N

chest wall trauma who remain:

ah flow oxygen. NIV should not be used routinely. In view of the
PAP or NIV should be monitored on the

piratory distress syndrome postoperative of
_ on rates, ICU stay, and = tients
IV fails should only recee i o :n o .mortality. In this context, pa

A
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PATIENT-VENTILATOR INTERACTIONS
Alan Wong
Consultant Anaesthesiologist, Subang Jaya Medical Centre, Subang Jaya, Selangor, Malaysia.

Mechanical ventilation is a life-supporting process employed in the management of respiratory failure. One of the main
objectives of instituting mechanical ventilation is to allow for respiratory muscle unloading in an attempt to decrease
the patient's work of breathing. In the past, neuromuscular blockade or deep sedation was frequently used to facilitate
this objective. With the acceptance that the use of neuromuscular blocking agents and intense sedation predisposes
the patient to numerous hazards, some means of assisted ventilation is now usually employed. In assisted ventilation,
the patient and the ventilator share the work of breathing. Therefore, of primary concern in assisted ventilation is the
interaction between the patient and the mechanical ventilator. Ideally, to unload the work of breathing, the ventilator
should be able to adapt to the constant changes of the patient's ventilatory demands and respiratory system
mechanics. Unfortunately such a ventilator is not yet commercially available despite the introduction of numerous new
modes, and as such, patient-ventilator dysynchrony may develop. Dysynchrony between the patient and ventilator
can lead to increased morbidity and a longer course of mechanical ventilation. The recognition that the respiratory
system is not passive but is dynamic and reactive would assist in the understanding of the complex interplay between
the ventilator and patient.
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WHEN TO TRACHEOSTOMIZE

David Tuxen - .
Director, Department of Intensive Care & Hyperbaric Medicing, The Alfred Hospital, Melbourne, W
os has greatly increased the availabilit

The use of percutaneous tracheostomy techniqu ed 1
ot i depends on the indication and the

in critically ill patients. The timing of tracheostomy
this procedure.

Most tracheostomies are performed in critically ill paﬁents_fpr one or rr_uure of 41 '
mechanical ventilation (eg. > 2 weeks), upper airway insufficiency, medium or lon

lower respiratory tract secretions.

Tracheostomies may be performed within the first 24 hours of critical iiiness where the
facial trauma requiring repair. Early tracheostomy (within 7 days) may be undertaken in tf
or lung injury where it is expected that mechanical ventilation will be required for more

this decision is increased patient comfort with less sedation, less laryngeal injury, less @
stable airway.

The direct benefits of a more awake interactive and co-operative patient includes less
complications, more spontaneous ventilation and coughing hopefully leading to healthier

The most common timing for tracheostomy is between 7 and 14 days where it has become
an intubation requirement exceeding two weeks. This is most commonly due to severe
difficulty in managing secretions or for airway protection when conscious state is reduced.

Tracheostomy may be delayed beyond three weeks when earlier tracheostomy is indicated. Wwwlm
there are severe neck burns, severe head injury with unstable intracranial pressure, Very Severe *Wmmﬁ'ﬁ%

o

R e

Efc r;:goxemia during the procedure, or a high degree of anticoagulation present which cannotiw el Eﬁﬂﬂ,ﬁﬂﬂgu
}' 4 Eacboyin bl bazd g — L vl (b= eyt J. - o

The threshold for tracheostomy is also an influential factor. This de; i intensive care staff
_ _ _ i pends on the bed pressure and ‘care staf
experience in performing percutaneous tracheostomy. PoSHIBCEIERRER

In patients who are marginal for extubation or marginal for intensive care discharge because of difficulty in clearing

secretions, a Itracheostomy can enable removal of an endotracheal tube and intensive car . disch qe earﬁ o ﬂ‘lEl'l

would olhemlsg have been possible. In intensive care units with inadequate bed avail.abi?ie tra :mitoﬁ’ﬁ:; nay

enable earlier discharge and allow more admissions. The Alfred intensive care unit r’fom B rrnca‘%el ': Z‘gg

trac_hgostomes per annum (1 _2%] and it has been estimated that 100 of these save STICEngegpgamx- Thrs::(s the

equivalent of having an extra intensive care bed and enables admission of additional 80 patients per ay:ﬁum' .

The threshold for performing tracheostomy is also affected b

bl : €05 y the tracheostermny technigu ' i

patient 1?:;2.';311 gsécﬁinims g,”atauonm or trans-laryngeal. Surgical trach;ostomigseuzﬁ:zbi’:-qz?fzzﬁ?;: E:;

ey :ISU 1201 to delays due to either surgeons or operating room availability Percutaneous

bl S only performed by an 1ptenswi.st, do not require transport, use a smaller i sl d with
sidied ppears to have less bleeding. For these reaso : e o8

more popular and are performed more often, o PRGN traCheOStomles e Hecg

Wire guided cricothyroidotomy i '
y y is also an important alternati
miubation. When intubation has failed and ventila o e achoua e

g;::'.-l'-"f)rrned late, when the patient is deeply cyanose
and undertaken by a person who has never done on

| 2rn tracheostomy technigues have led to incr

: eased availabili
388 in tracheostomy practice. allability and use of tracheostomies and to significant
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THE HOLISTIC APPROACH TO THE CARE OF TH

E CRIT

PATIENT ICALLY ILL
S Pathmawathi

'Nurs m_ | Sciences Unit, Department of Allied Health Sciences, Faculty of Medicine, Universiti of Malaya, Kuala Lumpur, Malaysia

‘ z\!_a_g?:a_gsence of good nursing is to help a person attain or maintain wholeness in every dimension of their bein
ﬂm-nhas become the buzz word of the nineties, and nurses are frequently exhorted to care for the whole ersog,
Hgllsﬁcfcare _ernbraces all nursing as its goal enhancement of healing the whole person from birth to dea?h Thn.
nursing 'Proh__a_ssion has traditionally viewed persons holistically, even though the terms itself was not introduced mt(e)
the nursing literature. This presentation will explore the definition, role and method of holistic approach to the éare of

“the critically ill patient in critical area such as imagery, meditation, focusing, active listening and humor. Beside that

ﬂTBTEiatlonship bta_twegn ho!istlic nursing practice and complementary and alternatives modalities will also be
mwlewad _Thg implication for critical care nursing also will be discussed since approaching health holistically among
il patient Will not only free them from disease, but will create deeper healing on all aspects.

COPING WITH DYING PATIENTS AND THEIR RELATIVES

S Satiapoorany
Nursing Department, Universiti Kebangsaan Malaysia, Kuala Lumpur, Malaysia

Death the ultimate outcome of life is a fact and a profound mystery. Death is a subject that most people do not like to hear
about, talk about or even think about. Why is this? Death is a reality, a fact of life, so wouldn't it be better to approach.

Nurses witness firsthand the plight of patients throughout the dying process and are able to recognize and appreciate
their complex needs. When cure is no longer possible, dying people primarily need good nursing care.

Our relationships with patient are very close because we have unigue insights about what patients’ value and desire for
care, at the end of life. Patients often trust their nurses to guide them through the dying process and look to them to be
their advocates when they cannot do so for themselves.

The unigue insights of nurses who provide hands-on care to dying people are therefore invaluable in defining the issues
and developing workable solutions to cope with dying patients and their relatives and improve care of the dying.

Nurses have been, and will continue to be, leaders in end-of-life care. As the largest group of health professionals and
those most connected with the comprehensive needs of the terminally ill and their families, nurses have long advocated
for humane and dignified care at the end of life.

Everyday critical care nurses, provide optimal care to dying ICU patients in various difficult situations and also deal with

issues of death and dying. The care of patients dying in the ICU often requires a dramatic shift from the ‘rescue’ mode
to approaches that recognize death’s inevitability and focus on patient and family comfort.

Such a shift requires a reaching consensus with the patient or family about the goals of ICU care. In a(jqun, nurse must
have a well-developed plan and the nursing skills and knowledge to meet the physical, emotional and spiritual needs of

dying patients and their families.

Lack of clarity about the prognosis, chaotic timetables of caregivers/families to l0ok after their loved one, t_he transition
from curatives care to comfort care and the multiple people involved in the decision making and the provision of care
compound the stress of the situations. Improved communication among all of these groups, clearer prognostic
indicators, advance planning, earlier discussions and better education for nurses/caregivers/families are necessary for

change to occur.

for dying patients and their relatives/families. This requires a holistic approach
al. Therefore without competent and caring
and holistic care

As nurses we are always faced with caring :
looking after the physical, psychological and spiritual care of each individu
nurses, end-of-life care will be reduced to a mechanical exchange devoid of human presence
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CLINICAL PRACTICE IN NEUROSCIENCE INTENSI

Ang Seok Khim ) . .
Nurgse Educator, Nursing Administration, National Neuroscience Institute, Singapore

Nurses are always striving to deliver the best and up to date care lto patients in the:! .
be achieved through critical thinking and motivated nurses that will change practices

This paper will discuss about the responsibilities of the nurses in sealr::hil'-f_q_ft:_.;rf wa
practice. Various approaches including standard of pragtices, ms_magsme_ng
development are used to safe guide the interests of clinical practice and patients

COMPETENCY TRAINING IN NEUROSCIENCE IN'

Tan Gek Lee s
Assistant Manager, Human Resource & Administration, National Neuroscience Institute, S}mpﬂ

Competency training in the Neuroscience Intensive Care Unit is managed as a
activities into daily work of the nurses. It is dedicated to developing the skills ¢ Irse:
standards and expectations, to ensure that nurses' learning lead to value-added services.

In this paper, an overview ideas and practices concerning competency training will )
sound initiatives, systems view of clinical performance, and effort of nursing officers

emphasis will be placed on concepts, methods, benefits of competence-based technigu
effectiveness and actual performance of nurses.

in
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ACUTE CARDIAC DECOMPENSATION

Lee Kang Hoe
‘Department of Medicine, National University Hospital, Singapore

This can be defined as acute heart failure, where there is a sudden pathophysiologic state due to an abnormality of
,ga,rdf-acfunchon leading to the failure of the heart to pump blood at a rate commensurate wit h the requiremenits of
‘the metabolizing tissues. This should be distinguished from circulatory congestion due to abnormal salt and water
‘retention as in acute renal failure, and noncardiac causes of inadequate cardiac output.

'_marearamany causes of heart fallure, and one needs to consider underlying causes versus precipitating causes,
e:.g. savere anemia in a patient with previously compensated heart failure. Some of the common underlying causes
‘would include ischemic heart disease, valvular heart disease, hypertension, and arrythmias.

Heart failures can be considered as systolic and diastolic. Systolic heart failures are more common than diastolic
heart fallures which are usually seen in elderly over-weight females with severe hypertension. In systolic heart failure,
there may be a problem with preload, myocardial contractility or afterload. Another consideration would also be
between right-sided and left-sided heart failure. In right-sided heart failure, there would obviously be the absence of
pulmonary oedema.

Maatpaﬂents would present with acute tachypnoea, tachycardia, and have rales & increased jugular venous pressure
on examination. They may or may not have hypotension as well. Chest radiograph would show a dilated heart
shadow and features of pulmonary oedema for left-sided failure (Kerley B lines, pleural effusions, alveolar filling, hilar
congestion).

Treatment is directed to treat the precipitating cause and alleviate the underlying problem. Supportive care 1o improve
O_xygenélion and ventilation may be required. This may take the form of non-invasive ventilation besides the
traditional intubation & mechanical ventilation. Pharmacological interventions are started to improve myocardial
contractility, decreased afterload, and also decrease preload. Occasionally. mechanical devices may be needed, e.g.
intra-aortic balloon pump. Most of these patients would need closed monitoring in the ICU.
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ACUTE HEPATIC FAILURE

Felicity Hawker :

Cabrini Hospital, Malvern, Australia

Acute Hepatic Failure (AHF) is an uncommen condition in which n'ecr:;]m;fzfm i’-
function, coagulopathy and jaundice. It is usually the con&_}equerjce of vir e _, i
such as paracetamol, amanita phalloides or herbal rgmedles. or other rarercauses. hmn
the context of pre-existing chronic liver disease and is then termed acute on ¢l |

Patients may present with a history suggestive of a cause. quever, in many casﬁsrl
incident can be identified. The disease typically evolves over several days, bl..!t_ deep '
ocour in hours in hyperacute liver failure, or may develop over months with the subac
become deeply jaundiced. . -
Patients witr? ;rade Il and IV encephalopathy should be managed in an ICU. Because
indicated in many .

patients with ALF, early transfer to a liver transplant unit should be considered.

Patients with advanced encephalopathy may develop cerebral oedema. They should
elevated to 20 degrees. Mannitol is the most effective treatment. Barbiturate therapy anc
unproven, and corticosteroids have been shown not to influence the incidence anc
Hyperventilation may be effective during an acute increase in intracranial pressure (ICF
longer term. Despite the coagulopathy, ICP monitoring is used in most liver units, althou
should be considered for each patient individually. -
Infusions of clotting factors are indicated before invasive procedures or if there is overt bleeding. However, because
the INR is a major factor in decisions to transplant, FFP should not be given routinely. - ‘

Other aspects of medical management include mechanical ventilation to normom'hia in 'M M and IV
encephalopathy, maintenance of normovolaemia and early use of continuous renal replacement therapy if renal failure

develops. Infusion of 10% dextrose, early enteral feeding, H2-antagonists, early empiric antibiotics for signs of sepsis

and lactulose but not neomycin are also used. '

No drugs reverse the effects of hepatic failure. Cytoprotective drugs such as prostaglandin E1 and co
not have beneficial effects. . - .

Artificial liver support is being investigated to salvage those patients who have the capacity for hepatic regeneration

|-.::: -Is..‘—. rom cerebral oedema before the liver recovers or as a “bridge” to transplantation. Although some systems
show promise, none has been shown definitively to improve outcome.

Liver transplantation should be considered earl
10 select transplant candidates. Survival with tr

y in all patients. The King's Gollege Liver Unit criteria are widely used
ansplantation is approximately 70% but is only 20-25% with medical

J alone
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MANAGEMENT OF VENOUS THROMBO-EMBOLISM (VTE) IN THE ICU
Neurelogic and Surgical Intensive Care Units, Department of Anaesthesiology, Tan Tock Seng Hospital, Singapore

Antirthmmho:tlc therapy is important in a few key clinical settings: prevention and treatment of VTE; primary prevention
‘of Ischaemic conorary events; acute myocardial infarction; prosthetic heart valves; atrial fibrillation; and secondary

‘prevention of ischaemic cerebrovascular disease. This presentation focuses on the prevention and management of
VTE in the ICU.

‘Deep vein thrombosis (DVT) and pulmonary embolism (PE) contribute significantly to mortality and morbidity
‘associated with critical illness. 13% of deaths reported in ICU have been attributed to PE. VTE has been reported to
‘have caused or contributed to death in 3% of ICU patients. Yet only 30% of patients with post-mortem diagnosed PE
had clinical suspicion present before death. Although VTE is associated with a large number of predisposing risk
‘factors, including increased age, previous VTE, malignancy, and major trauma, no multi-variant independent risk factor
analysis exists. Moreover, 6% of patients come into ICU with pre-existing DVT. The clinical significance of
“asymptomatic DVT detected by routine screening in the ICU is uncertain. Greater frequency of PE occurs later in the

‘hospitalization (11.5%) and even small PE may be poorly tolerated by critically ill patients

Randomized controlled trials of DVT prophylaxis show a significant reduction in proximal DVT and PE versus placebo
without significant increase in major bleeding. Compliance with thrombo-prophylaxis guidelines is most effective in
ICUs with a standardized guidelines combined with mandatory computerized order entry. Geerts has proposed review
of VTE risk and thromboprophylaxis requirements in all patients admitted to the ICU, particularly for the following high-
rlskgroups following major trauma, spinal cord injury, major hip or knee surgery, and major surgery for cancer.

Both pharmacological and mechanical methods prophylaxis have been shown to be effective in different subsets of
at-risk patients. These include use of compression stockings, sequential lower limb compression devices,
unfractionated heparin (low-dose or PTT-adjusted), low molecular weight heparin, and warfarin (low-dose or INR
adjusted). In the peri-operative patient, the benefit and risk of VTE prophylaxis must be weighed against the potential
complications .

An understanding of its pathophysiology suggest not only different mechanisms contributing to ‘VTE in traum.a.as
opposed to medical critically ill patients but a significant role for inherited defects a;tmg in conmma::un‘wnh Olh_elj’lusk_
factors for VIE in populations studied. For example heterozygous factor V Leiden mutation, present in 9% of
Caucasian population confers an estimated 5-10 fold increase risk of VTE.

The often held belief that the Asian population is less susceptible to VTE may be related 1o differences in the:
prevalence of this and other inherited defects. of which few studies are available Tno? use ai Lrladmlonal t.-
complementary medicine and their anti-thrombotic effects on VTE risk is also Iarge!v_ Lmsludicjd Lu:r E r:;ul? e':rggr_
Conversely, the true prevalence of VTE and fatal PE in any hospital population has been !D}md to 15 Q%SEF: t‘}lﬂl;‘el -
estimated and this may reinforce bias against aggressive thrombopro_phylams in our -DIHCIM_.E!. i.l I'Si r.:;e:. curLe!me: R
review and study local experiences in order to calibrate North American or European VTE prophylaxis g

Asian populations.

Recommended Further Reading: . e
1. Sixth ACCP Consensus Conference on Antithrombotic Therapy. Chest 2001:119

2. Contemporary Issues in Deep Vein Thrombosis Prophylaxis. Ghesi.?003:1?.4f6]. R D

3 Lau G, Thamboo TP, Lai SH. Fatal pulmonary thromboembolism in Singapore: has anything change 2
2003;43(4):307-14. e

4. Lee LH, Gu KQ, Heng D. Deep vein thrombosis is not rare in Asia--the
Ann Acad Med Singapore. 2002;31(6):761-4.

Singapore General Hospital experience.
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DISSEMINATED INTRAVASCULAR COAGULATION IN INTENSI RE )

N M Nik Abdullah
Department of Anaesthesiology,

School of Medical Sciences, Universiti Sains MarySi.

Introduction

Disseminated intravascular coagulation (DIVC) is an acqqlra:e sf;::i:rge
involves exposure of blood to the procoagulfmts e';uc_h as tISSI 5 body
following imbalance of haemostasis and ﬂbnnfalyﬂc gyst:msi n el
clotting factors and platelets, formation of fibrin within the circulation re: kbl
obstruction leading to end-organ damage. _When platelet and coagulat tior
bleeding becomes a major clinical manifestation.

arising fr
cing be |

Main Text

In 1CU. DIVC commonly occur acutely when blood is exposed to large amounts
time, with massive generation of thrombin. The acute triggering of coag N
compensatory mechanisms do not have sufficient time to recover. Thaclinieai co
bleeding diathesis and, due to widespread intravascular fibrin
microangiopathic haemolytic anaemia.

In addition to bleeding, the common manifestations of DIVC in ICU include throm
kidney, liver, lungs, and central nervous system. Siegel and colleagues ]
with DIVC and found that the main clinical manifestations were bleeding (64 percent), re

hepatic dysfunction (19 percent), respiratory dysfunction (16 percent), shock ﬁ;"(‘h I '
and central nervous system involvement (2 percent) [1]. iy -
Patients in surgical ICU with DIVC commonly presented with bleeding around indwelling’
tracheostomies, and blood may accumulate in serous cavities. Petechiae and ec

conjunction with blood oozing from wound sites and it can be life-threatening if it involves t
lungs and the gastrointestinal tract. T

Acute renal _failure may occur following microthrombosis of afferent arterioles pmducing..eafﬁéﬂ ischaemia/ necrosi

or hypatension and/or sepsis leading to acute tubular necrosis. Endotoxin-induced endothel
‘0 intrarenal thrombus formation by directly promoting platelet aggregation, by diminishih'g“-tf're--.
(end =llum-derived relaxing factor), which normally inhibits platelet aagregation [2], and by heressiﬂﬁ
| plasminogen activator inhibitor type 1, leading to a reduction in fibrinolytic abtivlt;r- [3]. TET

's commeon in ICU patients with DIVC and this m

n production secondary to hemolysis. In addition, sep

e synthesis

ay be due both to hepatic dysfunction and increased
sis and hypotension may lead to hepatocellular injury-
J;‘“:' ‘E:Tf':ir:; ::Jaur?z:;?; gtlydass_g;:i:;;eg with DIVC and diffuse pulmonary microthrombosis due to DIVC
= iated wi S P : 0sis C _
damage to the vascular endotheliim ulmenary haemorrhage with haemoptysis and dysprnoea May

sis of DIVC in ICU setting is suggested by the histo

‘PEnia and the presence of microanagi

ty, clinical pr i te to severe
angiopathic chan presentation, modera

(o]} . . " H -5

1y a variety of laboratary st i ges on the peripheral blood smear. The diagnosis !

> Elevated D-dimer levrg!s Uri]f?;c:: i demonstrate evidence of both increased thrombin generation and
: 9 cross-linked fibrin degradation, are the most common abnormal
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anterin patients with DIC [4,5]. Measurement of D-dimer is more specific although somewhat less sensitive than
a latex agglutination test for fibrin degradation products [4]. The method of choice is the enzyme-linked
immi rbent assay (ELISA).

in of the prothrombin time (PT) reflects reduced activity of the components of the extrinsic and common
and these is due to clotting factors that are frequently decreased in DIVC [5]. Prothrombin levels may be
some patients, particularly those with abruptio placentae [10]. The activated partial thromboplastin time

(@PTm) aPTT i sensitive to deficiencies of factors X, XI, 1X and VI, and less sensitive than the PT to deficiencies of
compenents of the common pathway. The plasma fibrinogen concentration is usually low in acute decompensated

may be elevated as an acute phase reactant in certain conditions, including pregnancy. Other studies, which
be useful, include the thrombin time and reptilase time, which are usually prolonged due to hypofibrinogenemia
presence of fibrin degradation products. Specific assays can also be used to monitor various coagulation
-actors V and VIII, in addition to fibrinogen, are usually significantly depressed.

Treatment of ICU patient with DIVC includes treating the underlying disease and initiating factors. Hemodynamic

t is essential, but many patients do not require specific therapy for the coagulopathy, either because it is of

‘short duration or because it is not severe enough to present a major risk of bleeding or thrombosis. In selected

nees, the use of blood component replacement therapy or heparin may be of value. Restoration of physiologic
antithrombin may be another therapeutic option. In contrast, the administration of antifibrinolytic agents, such

'L. [ -;é_.minocaproic acid (EACA) or aprotinin, is generally contraindicated, since blockade of the fibrinolytic
'system may increase the risk of thrombotic complications [6].

-Q@lg-T. Seligsohn, U, Aghai, E, Modan, M. Clinical and laboratory aspects of disseminated intravascular

~ coagulation (DIC): A study of 118 cases. Thromb Haemost 1978; 39:122. |

2. Shultz, PJ, Raij, L. Endogenously synthesized nitric oxide prevents endotoxin-induced glomerular thrombosis. J
Clin Invest 1992; 90:1718. _ |

3. Keeton, M, Eguchi, Y, Sawdey, M, et al. Cellular localization of type 1 plasminogen activator inhibitor messenger

~ RNA and protein in murine renal disease. Am J Pathol 1993; 142:59.

4. Carr, JM, McKinney, M, McDonagh, J. Diagnosis of disseminated intravascular coagulation. Role of D-dimer. Am
J Clin Pathaol 1989; 91:280. o

5. Spero, JA, Lewis, JH, Hasiba, U. Disseminated intravascular coagulation. Findings in 346 patients. Thromb
‘Haemost 1980; 43:28. .

6. Ratnoff, OD. Epsilon aminocaproic acid dangerous weapon. N Engl J Med 1969; 280:1124.
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ACUTE RENAL FAILURE IN |CU: CRRT VS IHD

sf needtfor anticoagulation therapy is a potentim source of problems for patients with bleeding
me au hors have proposed regional anticoagulation to counter this problem. However, use of
nine is no more popular due to protamine side use of sodium citrate/calcium is labour and laboratory

A R Ahmad Fauzi 3 that can only be performed by well-trained and experienced personnel.

Universiti Kebangsaan Malaysia. Kuala Lumpur, Malaysia

Acute renal failure (ARF) complicates 5-23% of ?rlteﬂsw.ﬁ Gﬂtf; “ﬂ: th
renal replacement therapy. The overall rnqrtallty rate in F Ialp
improved tremendously to around 50% when acute hmnod_ radug;wnﬁf Sen
these figures has remained static since then, even after I_nt e k4
replacement therapy (CRRT) in the late 1970's. A fswchtors by i
of initiation of dialysis, modality choice, frequency, duration, and intensity

ilization of the patient is a potential source of problems. It might be necessary to uncouple the patient for

Emaduresor cornpl_ex ‘tl‘l\re.estigations that cannot be performed in the intensive care unit. Every time this
,tqq i pe;fdormed, the dialysis process is interrupted. With IHD, such procedures can be performed in the
ree periods.

because of its labour-intensiveness.

rgument for the superiority of CRRT could be made if controlled studies could demonstrate significantly
satient survival rates, compared with IHD. Until now, such proof has not been provided. In the recently
ls -mult_lVaﬂate analysis by Swartz et al, the odds of death for CRRT, compared with IHD, exceeded 2 if no
were made for co morbid conditions. After correction, the odds of death decreased to 1.09, but these data
icate a significant difference between CRRT and IHD.

Intermittent hemodialysis (IHD) has been the conventional methodm

from chronic maintenance dialysis patients’ adequacy, it is usually prescr
mainly uses diffusive principle with high dialysate flow (500mi/mi I
removal. The efficiency of the dialysis process allows a shorter treatment
means the patients are free to undergo certain procedure at other:
they are more mobile. It also allows administration of drugs such
continuous dialysis/removal. Since the dialysate are produced o
manufactured dialysate are expensive. In certain group of patients
replacement fluid for CRRT are cheaper than bicarbonate replacement flL

local setting, hemodialysis is easily available in almost all the general and district hospitals. Technical know-
e management of these patients on HD is mainly gathered from experience with patients on maintenance
such quite a number of local physicians are familiar with the use.

The shorter dialysis time also reduce the chances of dialyser clotting. The pr
achieved. The lower incidence of clotting allows heparin free dialysis, which may:
bleeding tendencies and immediate post surgery. As the dialyser rarely clot ¢
control is usually achieved.

to current time there is no real evidence of superiority of CRRT over IHD. Furthermore, most of the data comparing
) with CRRT had been with HD 3-4 times/week rather than the common sense approach of daily HD for acute renal
. Some of the hybrid technique such as SLED (slow low efficiency dialysis) may possibly end as the answer to

CRRT have evolved since the inception, varying options available depending on
venous approach is the preferred approach currently, though it maansaddlhg of
arteriovenous approach, adding to complexity of the machines. ' .

Hemodynam:g stability is considered to be one of the main assets of CRRT. Ev
advantage, this protection is relative, not absolute. Hypotension can still occur if

removed too quickly, or if substitution lags behind removal, D : = ich fluid i
. Ua .
CRRT and IHD also revealed conflicting results. ta looking at mean arterial

Hemodynamic stability is related to the recove X _ .. .
X ry of renal function. Hence, a reduction of hypotensive episodes

have a positive effect on the recovery of renal function, In a refrospective stud b h 0‘ ' Bammgf ﬁ howe) :!l’g
same percentages of patients exhibited recovery of renal function, whether thee wers treatac S ) or CRRT
though the time until recovery was shorter with : er they were treated with IHD or CRR

CRRAT (11 + 2 d versus 18 + 3 d with IHD, P < 0.05)
As CRHT is a continuous process, it is ex
: . , pected to offer better alysate flow |
S solute rem ; i | 1
atively low (30Lhour in IHD compared to average 2L/hour in CHF!T)O:I:; g%ﬁ::&ﬁ%?:ﬁf idllcedfb::: a

mathematical analysis, Clark et al, demonstr i evel
. is, Cle > ated that it ' intai !
/el (15mmolL) with.ully 19D (remimr e e mal%\:\;?s Impossible to maintain blood urea nitrogen levels of 60

could be obtained with CR | Ml o ! | va
goal is difficult to reachﬁnf;};);:cg;t:n?jaw volume B {ultrafiltrationd\,?;r\:ﬁla.ggz.sb::it:?ln kg‘fs:fg i:g:s e
applications of CRRT, which are virt e e Mcxpe wese s e ol 4 2

i ually impossible in the dally mlensi\;e care Vat:!es were calculated for full 2 ‘

: setting.

Jhe of the most frequently mentioned advanta i
tytokines and other agents that play a role in t
vaen demonstrated 1o occur most during

nofiltration (>4L/hour) to remove ¢
1al to human studies.

ges of C
RRT is the presumed capacity of filters to remove and adsorb ‘

the 1st hour i ?atus of septic patients with ARF. The adsorption has
ylokines in patients with sa. - ¢ USe of CRRT especially high volum=
Sepsis has not been transformed as successful from

x
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HAN COLLOIDS FOR RESESTIAT ASSESSING QUALITY OF CARE
CRYSTALLOIDS ARE BETTER T i , RS EOS IN INTENSIVE CARE
IN SEPTIC SHOCK : I Hospital, Malvern, Australia
G Ton : ital Seremban, Seremban; i : , P
mnlrlenf of Ar?aesmesia and Intensive Gare, Hospital Serem . . care has been defined as care that is safe, effective, efficient, timely, patient centred and equitable.
. ants or infection-indu in intensive care can be assessed in :

- « results when infectious ager anel R : a number of different ways. Outcome measures include survival,
i:grt:;ai:ggic decompensation. The hypotension of sierz:iicm il of life of_s_.urvlvors. length of ICU stay, and patient and/or family satisfaction. Survival is usually ad,uthiec:Uf?jr
60-70mmHg in adults) results from hypovolemia, impal tation.. iess and diagnostic group using one of the validated scoring systems. Of these, the APACHE Il system

letion commonly used, and it allows calculation of the Standardised Mortality Ratio (SMR) that in turn allows
2 ; k. Volume repletion pro nprovement in cardiac | ng with other I(?Us- Differences in survival may reflect differences in practice and in turn facilitate
e e S w'ﬂh g b tissue per usior - aerobic metabolism. In "_"Of best practice, so that overall outcome is improved. Quality of life in ICU survivors is assessed using
functiony and sySiem @ B S e hypoten on : heof a nun ber of scales. Although data are few, it seems that impaired quality of life after ICU discharge is not
A= sl e M ~ unusual and long-term outcomes should be considered when assessing the “value" of new therapies and procedures.
patients with septic shock can be successfully (esusc':itgteg \'l\s:l‘;'::“ .
with boluses of 250-500 mis every 15 minutes titrated to clin -ﬂll‘i"""phm dints of
and cardiac filling pressures. When titrated to the same level of ng pressures,

tissue perfusion.

resistance. Septic shock requires early, vigorous resusc

W CeSs 'ﬂeﬂs ures include delayed admission, delayed discharge and cancelled operating theatre cases because of
nsufficie ICU beds. These are resource issues and may be beyond the control of ICU staff, but they negatively
impact on efficient, patient centred, timely and equitable ICU care.

llt;atuon measures include rates of unplanned readmissions to ICU, catheter related bloodstream infections and
it infections (MRSA and VRE). In general complications have adverse effects on outcome measures.

Crystalloid solutions used commonly for resuscitation are 0.9‘_}6 -gnﬁium c
volume of distribution of these solutions is in the extracellular compa
will remain intravascular while the rest is distributed to the ext
intravascular volume expansion can be expected after infusion of L of i
available, cheap, safe and carries no risk of allergic reaction and infection
require 2-4 times more volume than colloids and slightly longer period to ac
it does not justify the added expense of using colloids alone.

s measures include appropriate use of blood transfusions, sedation, peptic ulcer disease prophylaxis and deep
)enous thrombosis prophylaxis based on evidence based guidelines. However they can also address complex issues
such as the quality of processes involved in end of life care. Process measures are generally easier lo measure than

Clinical indicators can be developed from these measures and used by institutions or organisations to benchmark
quality care. For example, the Australian Council on Health Care Standards (ACHS) uses three clinical indicators for
Intensive Care: participation in the National Patient Database, inability to admit into an ICU and unplanned
readmission to an ICU. Despite the value of this approach, there are important areas not covered such as adverse
drug events, nosocomial infection, wrong diagnosis delayed therapy etc that are more suited to adverse event
monitoring or specific quality assurance projects based on the plan, implement, review and set standards approach

Despite universal agreement on aggressive fluid resuscitation as the initial in
choice of optimal fluid resuscitation has not been clear. There have been
comparing crystalloids with colloids with the effect of resuscitation on mortality.
conflicting, with some of the reports favouring crystalloids and some showing no

it remains uncertaln whether the choice of fluid for resuscitation in'septic shock

nce the choice of resuscitation fluid include tolerability of the treatme
2oth crystalloids and colloids should be considered for intravascular volume rest

riant than the choice of fluid is the early initiation and aggressiveness of ﬂuid-résusﬁlﬁﬁ&!ﬁi

d

Such an approach has been used by the Leapfrog group in the USA, who have identified full-time intensivist staffing
in ICUs as a key quality indicator.

Assessment of the quality of ICU care using these or similar measures has become integral to the practice of intensive

care medicine.




Rudra Deva : :
(s)::::me:t of Anaesthesid, Hospital Kuala LumpU -
| feature of patients admitted to the ICU |

_wa leBr tO DUtCOI nes ho"l i“!el ISive care as su UI\JE1 andH'OI mortality 1 es. In tf wid ed APA H
| ol y at the ely us C E

-h_c:fpltglomo:zlsitg rates 1ct1)r patients admitted to the intensive unit are adjusted for severity of illness and
ﬁg i p b:s can be made between ]C_Lls by comparing the standardised mortality rate (SMR)
e o of the number of patients observed to die in hospital to the number predicted to die by the APACHE

o fat : R b | ssi n the other hand ] ‘other settings other definitions of “mortality” are used. Th -

Inadequate sedation s assocl medical and nurslngm : _ : i : ; : . These range form mortality at 28 days (used in

extubation and even self-injury. ]"tsﬂ‘fgo"‘mi ng mechanically ver : -2 ssing controlled trials) to mortality up to 5 years after the ICU admission (long term follow up studies).

oversedation has inherent MsF i a em and - e iralval to i : ;

neurological status of these patients will also be a prob : A . . . J wﬁlm alto h-‘:)SpItai discharge after IQU has |mf:|r0ved over time despite the admission of older sicker patients.
_ L - r harmsz c anc Ve r_nortatrty rate after hospital discharge is around 20-50% and is higher than the general population

age and gender. Interestingly, among the factors shown to improve outcomes from intensive care are

Anxiety, @ universa_ :
analgesics are administered to pat

mechanical ventilation.

|deally, the choice of drugs of - Seaaton - s ¢
phar;amdynamic properties to allow safe and efficacious Use.

multi-organ failure.

Sedation scoring systems shoul f1o5ea
thereby preventing the consequences of under or over-sedatior

accurately describing the state of the patient.

Getting the right amount of sedation and analgesia is crucial in the m:
we doing it right?

s oitinely usedmasm ._ and algy A5 - g : SeF s .studled is the co_nc?'pt of quality of life after discharge from ap ICU. This is a subjective measure that equates
he. _ : C sy to a .f. or well-being™. It can be measured by a number of different scales or scoring systems of which the
6 is one of the most commonly used. Although the few studies are difficult to compare, there is general

of life are work, home life, recreation, sleep and rest.

smber of neuropsychological consequences of admission to Intensive Care. Anxiety and depression are

mon and often coexist. Post Traumatic Stress Disorder is characterised by the triad of intrusive, unpleasant and

el _ shbacks, avoidance of situations that tend to trigger the flashbacks, and increased levels of alertness. It

ISSUES ON BLOOD TRANSFUS'ONS INTHEﬁ Ll diagnosed in as many as 27% of a group of patients with ARDS and may be related to sedation levels, as
LLABR AR = ’ f factual events may be protective.

Kwek Tong Kiat '
Department of Anaesthesiology, Tan Tock Seng Hospital, Singapore

circumstances where impaired quality of life and/or functional limitation occur, caregivers, usually family members,
‘also suffer. There is deterioration in their own health status, psychological symptoms and restriction of social activity.
‘The long term economic costs are also considerable, particularly when the costs of functional limitation are factored

‘into the equation.

Anémia is a common problem among ICU patients. It tends to appear 'Bﬂﬂf{ g
without blood transfusion (BT). it has been reported that hemoglobin (Hb) e
the first 3 days of ICU stay in non-bleeding patients. - I -~

Now that the number of elderly people admitted to Australian and United States’ ICUs has increased markedly, it is

E hieb for d particularly important to consider the quality and longevity of the lives saved.
Excessive phiebotomy for diagnostic investigations and an inappropriately low. red b
patients have been cited as the main causes of anemia in the ICU. S Late mortality and decreased functional state and quality of life represent morbidity not usually captured by usual

Onanv ¢ : outc g is. n term outcomes of ICU survivors is required
On any given day in the US, 16% of medical ICU and 27% of surgical ICL) patients receive utcome analysis. Further study of longer te

F!I\':’-? l'nourjl when the Hb falls below 10 g/dL. based on ﬂndings inanimal and mlfospmv

caraiac refated morbidity and martality, especially in those with pre-existing cvs d’lseasa& i X

‘ , i =_':- _.-I, -;i'_.f.l-..--:J T;'D‘n.li'arlied inal comparing patients randomized to a restrictive &'m'?'w‘l‘@ww fpt:':‘
vy, tnere was a trend towards lower 30-day mortality in the restrictive strategy grouf: ==

1 Or ans «

<55 yrs, mortality was significantly lower. I

1 mortalitv? AT . - " uf
: f . ‘ BT has been found to increase the ICU length of stay, and the ﬁ;k;ﬂ
v sepsis. These effects are mediated by changes to red blood celis &
Hoptosis of white blood cells during storage.
ol \WER - . ' BT
. I i .H:“r‘ by filtration. Universal leukoreduction of stored bloed for routiné
LU .l,._,!-;{:,ly to be he“&ficlal{
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NOSOCOMIAL OUTBREAK OF ENTEROBACTER CLOACAE BACTERAEMIA

IN AN INTENSIVE CARE UNIT DUE TO THE USE OF
Rt mon CONTAMINATED GELATIN

~C S Oh, Y P Heng

| routes available. In house protocols an

establishment of enteral feeds. parenteral nutrition maybe»teta! _

itoring | integral part of nutrftlt)n
| tolerated. Monitoring is an | J o o el
::mplicaticns. More research to help formulate guidelines ¢

as possible through man

AN AHALYSIS OF BLOOD CULTURES IN INTENSIVE CARE UNIT
~ Lee Hooi Sean, Tan Cheng Cheng, Sally Sarena Hasbolah, S Balan

HAND-WASHING PRACTICE AMONG VISITORS
~ Ho Teck Nyong, Tan Cheng Cheng, S Balan

ACUTE BRAIN INJURIES IN INFANTS AND CHIL

Cheung Kam Lau B o
Director of PICU, Department of Paediatrics,

MORTALITY RATES FOR NUMBER OF ORGAN FAILURE ON DAY ONE AND
DAY THREE

~ Tan Cheng Cheng, Lee Hooi Sean, S Balan

Traumatic head injury is the leading cause of 'Eﬁqmmd d‘muw Wil
motor vehicles accidents, falls, bicycles, sports, assaults and child
management is directed at preventing or minimizing saoonﬂaryinl

=

A REGISTRY OF SEVERE SEPSIS
~ Tan Cheng Cheng, Maria Lee Hooi Sean, S Balan

hyperaemia, and herniation syndrome. Early resuscitation and agg
specialized ICU are associated with improved functional outcome
children with GCS less than or equal to 8, unstable airway, respirator
initial neurological assessment, sedation and analgesia should |

TIGHT GLYCAEMIC CONTROL WITH A NEW REGIME OF INSULIN INFUSION
~ Murniati Mustafa, Tan Cheng Cheng, Lee Hooi Sean, S Balan

the neurosurgeon should decide on evacuation of haesmatoma

increased ICP should be nursed in prop. up position with headupmk
ventricular drainage device allows monitoring and drainage of cerebro-s
Meticulous care should exercise to maintain adequate cerebral perfusio

NON-INVASIVE POSITIVE PRESSURE VENTILATION IN HOSPITALISED
CHILDREN - A DESCRIPTIVE STUDY
~ B L Yee, Bakar

survey should be conducted to ook for external and internal injuries that
Hypovolaemia should be corrected with normal saline and mairitenan’ﬂé‘:-ﬂ :
more than 1 mi/kg/hr.  Dopamine or noradrenaline may be required tﬁ--tﬂ _ blood
persistent elevated ICE mannitol or hyperosmolar therapy with 3% saline may

1740

PREVALENCE OF NOSOCOMIAL INFECTIONS AND ANTIBIOTIC RESISTANCE
PATTERN IN INTENSIVE CARE UNIT, HOSPITAL MELAKA (2002)
~ V Sivasakthi, T C Lim

h s QR .
r:;::;zng:h;.f-' ort. - OF mild hyperventilation to keep PaCO2 at the range of |
H‘susm?ef::.: AT o1 ehiective s lo maintain an adequate cerebral perfusion
6510 Second 1o 07 persists, 2 repeat CT scan should be performed to look for sur

Should be yse /1 nutbeen sublected to scientific appraisal in randomized controfled

1750

A PROSPECTIVE STUDY OF INTERVENTION BY THE CRITICAL CARE
OUTREACH TEAM ON OUTCOME IN MALAYSIAN MEDICAL IN-PATIENTS
-~ KW Toh, PS K Tan, G S Y Ong, S P Kow

decompress; (1 dose barbiturate therapy should be used with caution in hy 00 EF .
hypothermiz | sty could be considered in refractory cases. The role of induced moderal®

M T oo eaes - S ' 1800
{1 \raumatic brain injury still needs to be elucidated in clinical trials-

ON THE OUTLOOK FOR COMMONLY MISSED NEUROLOGICAL PROBLEMS

IN THE ICU PATIENT
~ Rakhi Ganguly




OUTBREAK OF ENTEROBAC
N AN INTENSIVE CARE UN

LATIN SOLUTION |

NOSOCOMIAL
BACTERAEMIA |
CONTAMINATED GE

C S Oh, Y P Heng , : _
Department of Anaesthesia and Intensive Care, Hospital Penang, Penang

rom October to November 2003, a nosocomial outbreak of Enterobact £:
gfoHospilal Pulau Pinang, Malaysia. Nine patients mm;ted bY;‘E .
susceptibility pattern. Infection control precm.itloﬂs e ok
reinforced could not control the outbreak. Further Inves_ti_ga!lms., ere de
solutions and disinfection solutions. The Enternbamer cloacae Wm" 0
from the opened bottle of gelofusine. Gelofusine has beenused for dilution ©
was actually kept for more than 24 hours and shared among .
gelofusine after 24 hours and eliminating the shar_I_ng ofgaiefusi
initiated. This nosocomial outbreak of Enterobacter .clo'aca_e was
500 ml bottle of gelofusine became contaminated during need
for multiple patients may have been responsible for this outb :
insulin dilution, strict aseptic technique must be practiced and
more than 24 hours and should also not to be shared among |

AN ANALYSIS OF BLOOD CULTURES IN INTENS

Lee Hooi Sean, Tan Cheng Cheng, Sally Sarena Hasbolah, S Balan
Department of Anesthesiology & Intensive Care, Hospital Sultanah Aminah, Johor B

Objective: To evaluate the frequency, yield and contamination rate of blood

Design: Prospective observational study

M_l:a-llimclsz All the blood culture results of every patient in ICU were recorded on a culture
& ._Il.s ..7‘r '..' mpllas-,-qed. Culture results of those patients discharged within 48 hours or with
xcluded, ,onj ::u!!ur;.— would be cansidered contaminated it onl e b
JRDWIOCDGS ||__0N5'|.. BEIE‘”US SDF:CLeS or mlxad gmwth Y one Saﬂ'lﬂ .

Results: The total number of pati m ati were exclu

i he =1 G patients admitted 1o ICU w 06 which patients > excluded. O

ity GRE el ; as 1080, of i ided. Ou
maining 6395 patients, 455 (65%) patients: had cultures done upon ad:;issi?ﬁsnsand 572 (82%) patients hz

e flood culture done dUl'll"lg thesir 1CU st i ko .
i 2 tay. A total of . A =T
ded ICU a frequency of 5.7 bisod eylture perc:j 1830 samples were taken over 5168 patient days, giving e

vere negative, B0 (3.3%) were mi
aminating organism

38ing and 83 (4.5%) were contaminated. CoNS was the m_ast.ﬁ‘equﬁﬂ

. On average, there were 5.7 blood gyl
)

8 ANSiracts

2y. Three hundred and eighty five (21.0%) were positive. 1302

ure taking daily. The yield was low. The contamination raté Was:
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Hyong. Tan Cheng Cheng, S Balan
of Anaesthesia and Intensive Care, Hospital Sultanah Aminah, Johor Bahru, Johor Malaysia

: To see if visitors wash their hands before touching patients and if signage improves compliance

Prospective observational study using silent observer

Only 18 out of 100 visitora_\ﬂfashed their hands before touching the patients they visited. After the
-qfsignage,_ the FU’T’P‘E’ of visitors who washed their hands rose to 25 out of 100. However, the difference
reach statistical significance (chi-square 1.07 with p value 0.30)

Sit _"*_;AIthgugh the visitors in the two observations were different, generally visitors to the Intensive Care Unit
‘wash their hands before touching the patient. The use of signage was not an effective way of increasing

MORTALITY RATES FOR NUMBER OF ORGAN FAILURE ON
DAY ONE AND DAY THREE

Tan Cheng Cheng, Lee Hooi Sean, S Balan
Department of Anesthesiology & Intensive Care, Hospital Sultanah Aminah, Johor Bahru, Johor, Malaysta

Objective: To compare the mortality rate of patients with respect to the number of organ failure they have on day
one and day three of ICU admission.

Design: Prospective observational study

Methods: The number of organ failure present on day one and day three was determined for every patient admitted
to ICU in year 2002, using Knaus' definition of organ failure. These patients were followed up until hospital discharge
to determine their outcome. The following patients were excluded from analysis: patients with repeated admission,
those transferred out to other hospital, those who stayed less than 48 hours In Icu

Resuits: A total of 951 patients were admitted to ICU in 2002, of which 459 paner_ns w._'—m? t—.":chJ{j.{-'L] “f-orlther-'lgc
patients analysed, the mortality rates for 0 organ failure on day 1 and day 3 were ’1.1mr1 4 H’:-- IFL"::D:;'_IIVE' y.lt1|;.75§
for 1 organ failure were 29.9% and 29.9%, those for 2 organ failure were 50.0% and 68.2% rI‘|.u9---".-_‘1. : _:__r_qan : L|J:._,
were 67.3% and 81.3%, and those for 4 organ failure were 77.8% and 90% respectively. The increase in mortaiity

rates were only significant for 2 organ failure (p = 0.007).

on day one and day three, the mortality rates for day 3 were higher

Conelusion: For the same number of organ failure 5 oraan failure

than that for day one but the increase in mortality was statistically significant 1y
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A REGISTRY OF SEVERE SEPSIS

Maria Lee Hooi Sean, S Balan
esiology & Intensive Care, Hospital Sultanah Amina

psis in the intensive care unit at Hospit

Tan Cheng Cheng,
Department of Anesth

Objective: A registry of severe se

Design: Prospective observational study
Methods: A registry of severe sepsis Was set up since 1st January 2004. Any |
severe sepsis would be entered into the registry and various data ir

author. A review was made after six months. I

Results: From 1st of January to 30th of June, the total number of
patients met the criteria of severe Sepsis. Five patients were exclude
31st of July. The mean age was 471 .

Forty-three patients were post-operative while 24 patients were
acquired sepsis, 13 patients ICU-acquired sepsis and 27 p
primary site of infection was the lung followed by blood stream. Grz
With regards to disease severity, the mean SOFA score was 10.4
mortality was 62.7%. The mean hospital stay for survivors was 26

Conclusion: The number of patients with severe sepsis constitutes about:
of patients carries a high mortality.

TIGHT GLYCAEMIC CONTROL WITH A NEW R
INSULIN INFUSION i

Turniati Mustata, Tan Cheng Cheng, Lee Hooi Sean, S Balan

gpanment of Anasthesin y : .
partme nesthesiology & Intensive Care, Hospital Sultanah Aminah, Johor Bahru, Joher, |
Objective: T ;

insLin Il ristimnte i
50 the general ICU at Hospital Sultanah Aminah, Johor Bahru.
Design: el e
sign valional study
Method
) =iah nursesin 1G A . .
-I, nE 7y ' | | were given briefings on the new regime of insulin infusion. Two wee ks were

Wit ”"l | Erea | |
5 n;-:nﬁor::thtzg?& All patients above 12 years were included. Data’ vas colle sted from
| was dr-termmedS:?t?lri:athilken sk da“Y manatact ai DﬁﬂnH .
e A e Medisense Opti y s oA
=10 was started according to the regime e =
Resulte |
Thents was 153 with a total of 860 i
'Ean stay in ICU was 56 + 7 i
J : 4 days.
i £ 117 mmol/], s
all ar less. Lookin
.--.1-'.vi-l and only 1.7

-days. There were 27 diabetic patients. Mean _}‘%:
oo ys. Mean RBS on admission was 6.31 2,69 mmol/l- 1
g at total ny % at patient-days, 14.6% had one or more epISOTEC
% were 3.2 mber of blood sugar measurements done, 56.3% wefe withi
2 mmol/| or less. Seventy-four (48.3%) patients had 1 ©f more

15 B2

= O
0

&l study showed that at a nia
T S5ty 8 ht gl m ontrol ( betweeen 4.4 .
tinsulin inf il a
niusion but at the risk of deveiopr:tnrg Ie[pisc:des fh ) r e :
of hypoglycaemia.

sl he glycasmic control ( between 4.4 - 7.2 mmol/l) can be achieved with & new regime of
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“u:s:;? comr':_‘l‘on. cause of admission to the paediatric intensive care unit (PICU). Tracheal intubation
ptts ate! :'::1'1 ation is often ne.cessarylfor management of respiratory failure. Positive pressure
ru electatic alveolar lung units and improves gas exchange, and at the same time allows the

ility is limi!ed. Furthermore prolonged tracheal intubation carries the risk of subglottic stenosis in children
- associated pneumonia. These limitations have led to the use of non-invasive positive pressure

Results: From June 22 2004 to July 31 2004, nine children were recruited. Their ages ranged from 7 days to 11 years
‘and weights were between 2.3 kg to 30 kg. Four children aged less than 1 year weighed less than 5 kg. All children
' ratory indications such as pneumonia (2), pulmonary oedema (1), pleural effusion (1), meconium aspiration
ma (1) graft versus host disease of the lungs (1) and congestive heart failure with increased pulmonary blood
R “Three children were on conventional mechanical ventilation while the others were on high flow mask oxygen
‘before starting NIPPV. The duration of NIPPV ranged from 1 day to 35 days. All but one patient survived. The latter
died of his underlying disease after going on to conventional mechanical ventilation.

Conclusion: NIPPV has an important role in the respiratory support of children with respiratory distress or failure

PREVALENCE OF NOSOCOMIAL INFECTIONS AND
ANTIBIOTIC RESISTANCE PATTERN IN INTENSIVE CARE UNIT,

HOSPITAL MELAKA (2002)

V Sivasakthi, T C Lim

Department of Anaesthesiology and Intensive Care. Hospital Melaka, Melaka, Malaysia

al infection, to identify the causative

of nosocomi
mission In an eight-bedded

A retrospective review was conducted to determine the prevalence ;
ts requiring ICU adn

organisms and to study the antibiotic resistance pattern in patien

Intensive Care Unit in Hospital Melaka.

patients in ICU (7.49%). The three

I fections, out of 587 s
ad nosocomial in <p. (16.79%) and Klebsiella sp

9%), Pseudomonas
P. and Kleb

Results: We had a total of 44 patients who h
commenest organisms identified were Acinetobacter sp. (25.56
(16.0496). Our antibiotic resistance pattern showed that both Acmetobactfg s sas 8P Was
resistant mainly to ceftazidime, cefotaxime and gentamicin By .?FT;IO'\: 1r:='r1iﬁe-|c-=nre~‘. hetween Hospital
cefoperazone/sulbactam, cefotaxime and gentamicin. Our results showed that mi e Our approach 1o decrease
Melaka and data collected from five other hospitals inclusive of three Te_mhmg e :|jr1|;|[=‘rIr"LH\F'r.I-F'J\; and the
the prevalence of development of antibiotic resistance includes rotation of anti 2Mp

biotics used In &
use of combination of drugs from different classes.

siella sp. were consistently
resistant mainly 10
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VENTION B) ' ' THE OUTLOOK FOR
TIVE STUDY OF INTERVEN IS b . HE COMMONLY MISSED NEUROLOGICAL
2::3 gPUTEgEACH TEAM ON OUTCOME IN f ' PROBLEMS IN THE ICU PATIENT

IN-PATIENTS

S P Kow
K W Toh, P S K Tan, G SY Ong,
Department of Anaest;res:'a. University Malaya

F Medicine, Faculty of Medicine, Universiti Putra Malaysia, Kuala Lumpur, Malaysia

Medical Centre, Kuala Lumpus |

s S was undertaken to detect common co-existing neurolo - _

.y ) u 3 : : = foak gical morbidities in ICU patients which ma
e ot 17% Of advﬂgszg:séf:i:i?;mm:t p ¥ r delay their recovery. Clinical criteria were mainly monitored. y
of cardiac arrests had deterjoration in /Nours .mﬂﬂd_d__

intervention may improve outcome led to meds:lza{ emafgglcy mma e
teams (CCOT) in the United Kingdom. Intervention by ME rosulted tedina 3
arrests and earlier referral to ICU. The concept of CCOT in averting

relevant to Malaysia where there is a shortage of ICU beds.

luded 60 patients admitted to the ICU within a period of 6 months. The primary illness varied from
Dengue Haemmhorragic Fever to Chronic Renal Failure to Hepatic Encephalophaty to an Addisoman
severe Bronchial Asthma and several other conditions. In all patients a detailed history was taken and a
ﬁhysical examination was performed. A detailed neurological examination was performed in all patients,
results were sent and monitored. Serum electrolyles and thyroid functions were sent in all patients.
al blood gas were done in all.Patients with weakness of any or multiple muscle groups with or without reduced
) reflexes and signs of sensory neuropathy were studied. Electrophysiological studies, Nerve Conduction
Muscle Biopsies were however, not done. Patients on drugs which could affect the muscles or cause
hic clinical picture were omitted from this study. e.g. steroids, thiazides or alcohol etc

We conducted a prospective study of intervention by a CCOT o
and Control) at University of Malaya. On the study war'q, the
System). All patients were scored with the modified early warning s
signs (respiratory rate, heart rate, systolic blood pressure; coNsci
more the AWAS team (ICU lecturer and ICU sister) was called.

existing systems. Nurses recorded vital signs but did not score or fa
the control ward were calculated after discharge. Data collected
interventions, length of stay and outcome.

tive analysis of the results were carried out. Out of the 60 patients 8 (13%) had some amount of
aurological involvement.2 patients(3%) developed symptoms within the first 72 hoursof the illness. The commonest
inding was an acute myopathy (6 patients-10 %). This was mainly (5 patients-8.5%) a proximal and reversible
wyopathy. One patient showed evidence of severe muscle necroses. All the patients with myc athic symptoms
(100%) had some electrolyte imbalance (hypokalemia, hyperkalemia, hypocalcemia or fyperc
raised free T4 level. 5 patients out of 8( 62%) had difficulty weaning from the ventilator. Muscle involvement and
Wﬂﬂkﬂﬁﬂfﬂ'iimproved spontaneously within 2 weeks in 6 patients.(75%), after treatment for the primary disease

The study was conducted over a period of 1 month in September 2003 ad
75 patients on the control ward. The mean age was 52 years and 51 ye
3 or more: contral ward (8 deaths, 20 survivors) vs. study ward (1 death, 14 v
Comparing outcome of patients in both wards scoring 3 or more (9 deaths, 34
71 survivors); odds ratio 18.79" (2.2 to 154.41). Comparing length of stay of

days Interquartile range 3 to 7 days) vs. less than 3 (Median 4 days Interquartile
1 out of 122 nursing observations were filled in inaccurately. .

nia). One had a

imary disease

5 out of 60 patients (12%)demonstrated a rapidly progressive muscle weakness 1-4 weeks after ihe pr limbs and
C r imbs an

All these patients had some sort of infective ectalogy. The weakness was noted on both upper an *
more in the proximal than distal muscle groups. 2 patients( 3%) had respiratory muscle weak!
dwafopad distal parasthesias and limb pains, 1(1 5% developed bulbar and facial r:m:-:cz'lr“-. | |.
In all the patients the muscle weakness progressed in the first 1-2 weeks despite .fhn‘?.\[::,:p-.l _"..'”L e
deteoration in his symptoms within hours. On examination, there were varying degrees of weakness
muscle groups with loss of reflexes.

In anei

usion, this study validates the use of the MEWS in Malaysi el ) identify fy
& inArass] aysian patients to ider

There is increasing evidence that earlier intervention in improves Ou‘lc;)me. Patients
: .FJ!(”-I\ :,-nc:n[ws of stay but some had significantly longer lengths of stay. This mayanw f e
iy bed provision. It also shows that Malaysian nurses are able to record and score patfents

aiter a perlod of training, Further study | )
ol  Furt y is required to look Into w i tion by
& and avert ICU admission in medical and surgical inpatients b

v 1(1.5%)had rapid
in all proximal

psis( total 32).All these patients

A critical illness polyneuropathy was noted in 17(56%) of the patients w_lfh‘ si {
demonstrated an acute onset flaccid paralysis with areflexra,Cause& tstlt- =_ia;-ﬂm
Barre.pancreatic disease, nutritional deficiencies, manifestations of mal@‘{‘rﬂ:w:’-bi”;i HL“ g
neuropathy were excluded in this group.Cranial Nerves Wers spared In all st the patient had been treated
on muscle relaxants. The CIP ran a self limiting course in13 ( 78% )o > F

early and aggressively for the sepsis.

aminoglycoside, Gullaine
hyria and other causes of
se patients were

f these patients if

~ ~anlasma and Compylobacter were
The protein CSF was normal in 50% but rose after 10 days in the rest ','tiMV' M\I'LIL‘;{J'.;]-?I I]r?«‘li:; ;l.-‘;-m-.l.:-.' garly treatment
excluded. Steroids were tried in 3 patients but were ineffective in all. IVIG WF?S'HU'-HI':": ..ilf-"l' n this group of patients
within 14 days reduced the period of ventilation and improved prognosis. Une patie :

(B0%) recovered fully 2 had permanent disability.
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